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Medical Practice and Hospitalization’ 


S. S. GOLDWATER, M.D. 


claim that a hospital which employs a roent- 

genologist, a pathologist, or any other physi- 
cian on a salary basis practices medicine in viola- 
tion of law or of professional ethics, and by the 
further demand that hospitals be prohibited by 
law from providing medical services under any 
and all circumstances. 


Tas following statement is prompted by the 


Wherever in the following discussion the term 
“hospital” is used, it is intended to apply to hos- 
pitals of the non-profit or community type and not 
to business corporations conducting hospitals for 
profit. No attempt will be made here to defend 
profiteering on medical service. A hospital is jus- 
tified in organizing, participating in, and facili- 
tating the business transactions which are inci- 
dental to medical practice only when it adheres 
strictly to the non-profit principle. 


An attempt will be made to answer the follow- 
ing questions: 


What is a hospital and what are its proper func- 
tions? 
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What is the essence of medical practice? 


What are the legal and ethical rights of the 
physicians practicing in institutions? 

Is the salaried employment of a physician in a 
hospital necessarily injurious to the public and to 
the medical profession? 

Is it desirable or practicable to forbid the em- 
ployment of salaried physicians in non-profit hos- 
pitals under the exigent and complex conditions 
of modern medical practice? 


Adequate Hospital Care 


A hospital is an institution for the care of the 
sick and infirm. 


*Suggested by the claim that a hospital which employs a 
roentgenologist, pathologist or other physician on a salary basis 
practices medicine in violation of law and ethics. 


11 








Hospital care is the care of the sick or infirm in 
a hospital. 


Hospitalization is the provision of hospital care. 


Law, custom, and common-sense require the 
hospital to furnish reasonably adequate care. 


The services included in reasonably adequate 
hospital care are determined by the state of con- 
temporary medical science, by standards prevail- 
ing in the practice of the art of medicine, by nurs- 
ing standards established by law or local custom, 
and by legally defined or generally accepted re- 
quirements for the safety, protection, and comfort 
of the sick in hospitals or for the satisfaction of 
their essential needs. 


The adequacy of hospital care may be weighed 
by the test of negligence. If the omission of an 
act or the failure to satisfy a need of a hospital 
patient would constitute negligence, either legally 
or logically, it is incumbent on the hospital to per- 
form the act or to satisfy the need. 


There is no dispute about the obligation of a 
hospital to supply proper shelter, nursing, food, 
dressings, and ordinary room service; the current 
discussion revolves about the question of the par- 
ticipation of the hospital in certain auxiliary medi- 
cal services which are bound up with or closely 
related to medical practice. 


Essence of Medical Practice 


The essence of medical practice is diagnosis and 
treatment. Hospital care divorced from diagnosis 
and treatment is inconceivable, but no institution 
can “diagnose, treat, operate, or prescribe.” Mak- 
ing a diagnosis, or ordering or administering 
treatment, is a personal act. Medicine is prac- 
ticed in a hospital, never by a hospital. 


When the Courts say that a public or charitable 
hospital may practice medicine because it is ex- 
pressly organized for that purpose, they can only 
mean that such hospitals, to the extent authorized 
by law, may employ or appoint physicians to treat 
the sick. The hospital employs or appoints the 
physician; the physician diagnoses, prescribes, or 
operates. 


The prevailing rule is that a hospital physician 
is responsible for his own professional acts unless 
specifically exempted by law; the hospital which 
employs or appoints a physician is only required 
in law to exercise due care in his selection. The 
legal exemption of physicians from responsibility 
for the result of their acts in hospitals is rare. 
The Courts seem to know quite well who “prac- 
tices medicine”; so does the discriminating pa- 
tient. 
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The act of diagnosis or of treatment is a per- 


sonal act; such acts, constituting the essence of 


medical practice, are of the same professional na- 
ture whether performed gratuitously, for an indi- 
vidual fee directly paid by the patient, or as part 
of a salaried service. Confusion arises when the 
business of medicine (the pay of the physician) 
and the art or profession of medicine (the act of 
diagnosing, prescribing or treating) are indis- 
criminately spoken of as medical practice. The 
conditions of the practice of medicine as an art 
are, in the United States, invariably fixed by law; 
practicing physicians may donate their services if 
they choose, or may exact such fees or salaries as 
they see fit. 


The term “practice through another” has been 
used in some states as descriptive of a function of 
a charitable hospital or a public dispensary, but it 
is the “other,” the physician, who actually prac- 
tices, not the hospital or dispensary. The theory 
that an institution can take the place of a thinking 
and acting human being is presumably based on 
a legal fiction which under certain circumstances 
regards corporation as a “person.” We must not 
permit ourselves to be confused concerning the 
naked facts of medical service by a fiction of this 
kind. 


Some physicians, charitably inclined, perform 
gratuitous services in hospitals; some are paid for 
their hospital services directly by patients, some 
are compensated by hospitals out of funds collect- 
ed by the hospital from patients, while others by 
hospitals out of moneys derived from voluntary 
contributions or from taxes. The services ren- 
dered by physicians to the sick in all cases are or 
should be those required by patients without re- 
gard to the special business relationship. 


Employment of Physicians Unavoidable 


It is impracticable to carry on the work of a 
modern general hospital with a completely un- 
compensated staff. Notwithstanding the great vol- 
ume of medical work that is freely given, it is not 
equal to all that patients need or all that responsi- 
ble physicians require. Medical salaries, negligible 
in most community hospitals a generation ago, 
now represent a substantial and unavoidable item 
of expenditure in hospital administration. Full- 
time physicians (residents, and others) and many 
part-time physicians performing time-consuming 
indispensable hospital services, cannot be expected 
to exist without compensation for such services, 
and investigation will show that the universal sub- 
stitution of individual professional fees for hos- 
pital salaries is not practicable. The unattached 
family physician or staff member who sends his 
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patient to a hospital for a “work-up” would soon 
rebel if a separate medical fee were demanded for 
each medical service rendered to his patient. 


A hospital, required to give adequate care, must 
arrange for medical service, and it can only do so 
with the cooperation of medical practitioners. 
Cooperation between hospitals and physicians 
authorized to practice medicine assumes many 
forms. A conceivable form of cooperation, but one 
which is encountered only in hospitals of the most 
primitive type (usually proprietary), is that in 
which a privately compensated physician individ- 
ually performs all the medical service the patient 
receives, the hospital furnishing only lodging, 
room service, board, dressings, medicines, and 
nursing. 


Auxiliary Medical Service 


The dangers inherent in hospital service as 
primitive as this are recognized by the medical 
profession and by law; medical organizations and 
local government authorities, undertaking to de- 
fine minimum standards of a safe and acceptable 
hospital, demand that hospitals furnish or arrange 
for competent auxiliary professional services. 
Typical requirements include resident physicians, 
qualified laboratory diagnosticians, and certain 
categories of therapeutic specialists. 


Sharply contrasting with the primitive hospital 
which is really only a boarding house for the sick, 
is the government or university or research hospi- 
tal in which all or nearly all medical service is 
performed by salaried physicians. A mixture of 
paid and unpaid staffs in varying proportions 
characterizes most community hospitals. 


If the employment of a physician by a hospital 
for any medical purpose is the practice of medi- 
cine by the hospital, the Federal Government, 
every state in the Union, many hundreds of cities 
and counties, state and private universities, 
ecclesiastical hospitals of many denominations, 
and non-sectarian community hospitals, are en- 
gaged in the practice of medicine. 


A hospital which employs a salaried physician 
may in some cases donate, in other cases charge 
for identical medical services. If it be held that the 
hospital practices medicine only when it collects a 
fee for medical service, not when it employs physi- 
cians but donates their services gratuitously, then 
the argument really is that the collection of a fee 
is the essence or determinant of the practice of 
medicine—a palpable absurdity. As has already 
been said, a hospital never actually practiees med- 
icine; in the nature of the case, a hospital cannot 
diagnose, prescribe, operate, or treat, quite apart 
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from any legal restriction or ethical considera- 
tion. 


Medical Practice “Through Another” 


While in any common-sense view, a hospital 
does not, notwithstanding the phraseology of State 
law, “practice medicine through another,” since 
medicine as an art is practiced only by the physi- 
cian, and not by the hospital which is permitted to 
employ him, it might be said that a physician 
“practices medicine through another” when he re- 
ports his opinion on a laboratory finding or a clini- 
cal condition to another physician who in turn re- 
ports the findings or conclusions to the patient and 
gives the necessary orders. These proceedings, 
clinical throughout, are clearly distinguishable 
from the corporate or administrative acts of a 
charitable hospital. The details of the collabora- 
tion of the hospital may be easily traced, but no 
act of the hospital supplants or supersedes the 
diagnostic or practical art of the physician. 


A physician whose compensation is received 
from an employer other than the patient, whether 
payment is made in the form of a fee for a single 
service, or as part of a salary for multiple services, 
does not “practice medicine through another” if 
he gives his professional opinion directly to or 
maintains direct and independent professional re-. 
lations with the patient. The making of a diag- 
nosis or the recommendation or performance of 
any therapeutic procedure completes, inessencethe 
act of medical practice. Academic freedom, pro- 
fessional prestige, professional dignity, and all 
the legitimate rights and privileges of medical 
practice can be and are maintained under varied 
forms of organizational and administrative busi- 
ness arrangement. The legal safeguards which 
surround medical practice aim at the protection of 
the public and are not intended to foster a monop- 
oly for practitioners who believe in and adhere to 
a particular business method. 


Technical Aids to Medical Practice 


To the distinction between medical practice and 
business transactions incidental to it, must be 
added the distinction between the practice of 
medicine and technical aids to medical practice. 
Under circumstances and conditions determined 
by medical men, tests are made by laboratory ex- 
perts and nurses who report their findings to the 
clinician, the responsible practitioner in charge of 
the case; the physician in charge then makes the 
diagnosis. 


Reports of chemical or bacteriological tests in- 
fluence the judgment of the practitioner, but do 
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not take its place, nor are they on the same intel- 
lectual or professional plane. So far as I know, 
no serious objection has ever been raised against 
the employment of highly trained non-medical as- 
sistants for the making of scientific tests. From 
the standpoint of medical art, the most abstruse 
and complicated chemical laboratory test is of the 
same order of evidence as the taking of the pa- 
tient’s temperature with the aid of a clinical ther- 
mometer—a diagnostic aid universally rendered 
by nurses with complete medical approval. 


Physicians employ aids in therapy as well as in 
diagnosis. Actual treatment is given when a 
nurse administers a drug prescribed by a physi- 
sian, or when x-ray therapy is applied by a techni- 
cian under medical direction and control, but the 
courts have justly held that the performance of 
these controlled procedures by workers subordi- 
nate to and directed by physicians does not con- 
stitute the practice of medicine. Similar services 
are performed by non-medical assistants in doc- 
tors’ private offices, and no serious objection is 
raised. Can it be seriously maintained that a hos- 
pital may employ non-medical personnel for these 
services without practicing medicine, but that 
when identical services are performed in a hos- 
pital by paid medical personnel the hospital is en- 
gaged in the practice of medicine? Or that a hos- 
pital may properly be the vendor of a technical 
service when the performer of the service is a lay- 
man, but may not act in the identical capacity 
when the performer of the service is a medical 
graduate? 


Remedy for Profiteering 


A hospital might conceivably collect a charge 
for inclusive hospital care of a patient and might 
retain an undue part of the proceeds, thus depriv- 
ing medical staff workers of their just reward. 


It is alleged, and it is probably true, that such 
profiteering has occurred. The remedy for the 
abuse lies in a more equitable business arrange- 
ment, not in the destruction of types of hospital 
organization that have been developed in response 
to the demands of the medical profession itself 
and in deference to felt social needs. 


Putting aside questions of law and principle 
and limiting attention to the naked demand that 
every fee charged for diagnosis and treatment be 
paid directly to the participating physician, one 
may ask whether it is practicable to conduct an 
adequate hospital service in the manner proposed. 
The complexity of modern medical service appar- 
ently presents insuperable obstacles to the pro- 
posal. 


Group Medicine in Action 


How many physicians actually participate or 
may participate in the hospital care of a single 
patient? Examination of a series of clinical his- 
tories in a well-conducted hospital revealed that 
in some cases as many as twelve or fifteen sepa- 
rate medical functions were in some cases per- 
formed in the process of diagnosis alone; the 
number of required services is further increased 
by therapeutic indications. 


Services of a medical nature required in hos- 
pital practice may bé supplied directly and ex- 
clusively by physicians; others of fact-finding 
character with clinical bearing may, as I have al- 
ready shown, be furnished by non-medical per- 
sonnel, who in turn are supervised by physicians. 
Some of the required services are grave and time- 
consuming; some are slight and of brief duration, 
but all reflect the demands of medical practitioners 
and are presumed to be indispensable to effective 
practice. In a typical neurological case, diagnosis 
alone required the following procedures: 


DIAGNOSTIC PROCEDURES IN A NEUROLOGICAL CASE 


History and physical examination 
Blood microscopic examination 
Blood Wassermann 

Blood Chemistry 

Urinalysis 

Eye Consultation 

Basal Metabolism 
Electrocardiograph 

-Ear Examination 

Nose and Throat Examination 
Neurologist—Examination 


Fluoroscopy 
X-ray skull 
5, 16, 17 Reviewed and Summarized 
(group consultation) 


Physician 
Technician Supervisory Physician 
Supervisory Physician 
Supervisory Physician 


Supervisory Physician 


Technician 
Technician 
Technician 
Physician 
Technician Supervisory Physician 
Technician Supervisory Physician 
Physician 
Physician 
Physician 
Physician 
Physician 
Physician 
Technician Supervisory Physician 
Physicians 
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The foregoing is far from reflecting completely 
the variety of individual medical services that play 
a part in modern hospital practice. A fairly com- 
plete picture of the service a hospital is expected 
to furnish in addition to board, lodging, dressings, 
and nursing is presented in the following table: 


Patient’s History, General and Special 


Physica] Examination, General including Blood Pressure and Examination of Special 


Organs 


Urinalysis, Routine and Special Kidney Function Tests 
Blood Wassermann 


How many patients would care to enter a hos- 
pital and submit to the confusion and agony of 
indefinitely extended professional relations, not to 
speak of the exaction of an alarming array of 
individual fees? Is it desirable that the utilization 
of organized hospital service, the value of which 

Participants, 


Resident 
Technician andIntern Physician 


Intern Sup. Phys. 


Sup. Phys. 
Sup. Phys. 
Sup. Phys. 


Blood Count including Differential, Coagulation and Bleeding Time, Sedimentation, etc. Sup. Phys. 
Blood Chemistry, Routine and Special, Icteric, Index, Vandenberg and Other Liver 


Functional Tests 


Gastric Analysis, Feces, Bile and Duodenal Analysis 
Sputum Examinations 


Spinal Fluid: Wassermann, Colloidal Gold, and Chemistry 


Sup. Phys. 
Sup. Phys. 
Sup. Phys. 
Sup. Phys. 


Serology, Agglutination and Complement Fixation Tests for Typhoid, Blood Trans- 


fusion, ete. 
Transudates and Exudates 
Biopsy and Operative Specimens 


Technician Sup. Phys. 
Technician Sup. Phys. 
Technician Sup. Phys. 


Bacteriological Examinations, Pus, Pleural, Pericardial, Nose and Throat, Pneumo- 
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Basal Metabolism 
Electrocardiogram 
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Special Examinations: 
Bronchoscopy, Bronchogram, Cystoscopy, Cystogram 


Duodenoscopy, Endoscopy, Esophagoscopy, Gastroscopy 


Laryngoscopy, Ostoscopy, Otoscopy, Pharyngoscopy 
Proctoscopy, Sigmoidoscopy, Pyelogram 
Encephalogram, Ventriculogram, etc 

Operations and Anesthesia: 


Major, Minor, Dental Treatments, Blood Transfusions...................2.05- 


Consultations: 
Urology, Neurology, Ophthalmology, Laryngology 


Dermatology, Gastroenterology, Gynecology, Orthopedic 
Cardiac, Metabolic, Pediatrics, Obstetrics, Surgery, etc 


Treatment: 


Dietary Prescription, Physiotherapy, Thermotherapy, 
CHGPBDG; GUO? <6 5:< Fes: ncdiu aden estes qestece weme x xs 


It will be observed that the services required are 
without exception services which have been in- 
corporated in hospital practice at medical request 
and to meet medical needs. 


Separate Fee for Each Service Impracticable 


On the theory that in order to protect medical 
rights a hospital must rigidly avoid every form 
of organization and business procedure that in- 
volves intermediation between patient and physi- 
cian whether for purposes of administrative con- 
venience, or in order to simplify, expedite, 
economize, or enhance the effectiveness of group 
medical practice, it would be necessary for the 
patient to establish direct professional and busi- 
ness relations with every physician, of whatever 
rank or kind, participating in any of the diagnos- 
tic or therapeutic procedures noted above. Even 
the employment of a salaried resident physician 
would be prohibited if the theory were con- 
sistently applied. 
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Sup. Phys. 
Sup. Phys.. 
Physician 
Physician: 


Technician 


Physician 
Physician 
Physician: 
Physician: 
Physician: 


Physician 
Physician 


Physician 
Physician 


Electrotherapy, Hydro- 


Technician Physiciar 
intelligent people recognize, be thus discouraged ?’ 
I suspect that the intolerable conditions that. 
would be created under the multiple fee system: 
would give an enormous impetus to the demand 
for the organization of all hospital medical prac-- 
tice by the State. Is that what the advocates of 
the multiple fee system want? 


Group Medical Practice Requires Organization 


The necessities of modern medicine call for ex- 
tensive cooperation in hospital practice—coopera- 
tion among physicians on the one hand and be- 


tween physicians and the hospital on the other. 


The complexity of modern medical practice, as the 
foregoing citations from hospital case histories 
show, is such that a high degree of physical, pro- 
fessional, and business organization is required 
if hospitals are to furnish adequate medical care. 
The indefinite multiplication of individual profes- 
sional fees would make hospitals unworkable, and 
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is not essential to the preservation of the integrity 
of medical practice. 


The brilliant success of hospital service sub- 
scription plans on a non-profit basis indicates the 
fulfillment of a public need. To be successful, 
such plans must supply adequate hospital care. 
They can do so without destroying tested forms of 
hospital organization, without injustice to medi- 
cal practitioners, without sacrificing any medical 
right or privilege. To obtain the approval of the 
American Hospital Association, hospital service 
plans, which serve both the public and the profes- 
sion, must be conducted on a non-profit basis; they 
are expected to make their procedures conform to 
the wishes of the attending medical staffs of their 
respective communities and they must “not inter- 
fere with existing relations between physicians 
and hospitals or between physicians and patients.” 


There is no good reason why an ethical plan 
which is acceptable to the physicians of a particu- 
lar city should be modified to conform to the pref- 
erence of physicians in other localities. Com- 
pensation for medical service is a business mat- 
ter which concerns both doctors and the pub- 
lic. Hospitals are justified in entering into any 
arrangement for the payment of fees which is ac- 
ceptable to the members of their staffs, provided 
it involves neither exploitation nor coercion and 
promotes adequate medical care. If hospital 


administrators believe, as I do, that the direct 
payment of a separate medical fee to every phy- 


' sician contributing directly or indirectly to diag- 


nosis or treatment would diminish hospital effi- 
ciency, would obstruct adequate medical care, and 
would embarrass physicians who are primarily 
responsible for treatment and on whom patients 
directly depend, they not only have the right to 
oppose but are under moral obligation to combat 
the multiple fee system. 


Adequate Hospital Care a Joint Responsibility 


Responsibility for making hospital care ade- 
quate is not the responsibility of the trustees or 
lay branch of hospital administration alone; it is 
equally the responsibility of hospital medical staffs 
and of the medical profession. 


Hospitals do not, hospitals cannot practice 
medicine; hospitals can and must participate in 
the organization and business-like administration 
of hospital medical practice in order to meet the 
demands of their visiting staffs and fulfill their 
obligation to provide adequate hospital care. 
It is inconceivable that an intelligent medical pro- 
fession will refuse to cooperate with hospitals that 
are eager to serve the public, and that propose to 
do so in a manner which rigidly excludes profiteer- 
ing and which is not only acceptable to but is actu- 
ally responsive to the needs of their staff members. 


Honour a Physician 


The fifty-fifth annual report of the Presbyterian Hospital contains this beautiful tribute. 


Honour a physician with the honour due unto him 
for the uses which ye may have of him: 

For the Lord had created him. 

For the most High cometh healing, 

And he shall receive honour of the king. 

The skill of the physician shall lift up his head: 

And in the sight of great men he shall be in ad- 
miration. 

The Lord hath created medicines out of the earth; 

And he that is wise will not abhor them. 

Was not the water made sweet with wood, 

That the virtue thereof might be known? 

And he hath given men skill, 

That he might be honoured in his marvellous 
works. 

With such doth he heal (men), 

And taketh away their pains. 

Of such doth the apothecary make a confection; 

And of his works there is no end; 

And from him is peace over all the earth. 

My son, in thy sickness be not negligent: 
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But pray unto the Lord, and he will make thee 
whole. 

Leave off from sin, and order thine hands aright, 

And cleanse thy heart from all wickedness. 

Give a sweet savour, and a memorial of fine flour; 

And make a fat offering, as not being. 

Then give place to the physician, 

For the Lord hath created him: 

Let him not go from thee, 

For thou has need of him. 

There is a time when in their hands there is good 
success. 

For they shall also pray unto the Lord, that he 
would prosper that, 

Which they give for ease and remedy to prolong 
life. 

He that sinneth before his Maker, 


Let him fall into the hand of the physician. 


—THE WISDOM OF JESUS, THE SON OF SIRACH; 
OR, ECCLESIASTICUS. 
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The Voluntary Hospital and the Community 


SELIM W. McARTHUR, M.D. 


of the voluntary hospital and what I think it 

should stand for in the minds of the commu- 
nity it serves. As this is purely a matter of ex- 
pressing a personal opinion, it would seem to me 
that I have a legitimate right to the subject. 
Please bear with me then, with this viewpoint in 
mind. . 


| HAVE chosen for my topic a brief discussion 


Our Concept of Voluntary Hospitals 


For the purpose of definition, let me state, that 
I understand by the term “voluntary hospitals,” 
those institutions for the care of the sick, which 
have been founded, developed, and run largely by 
funds and endowments contributed by various in- 
dividuals and communities. Further, it is directly 
expressed or implied in the charter, or articles of 
incorporation of these hospitals, that they are to 
be operated “not for profit.” It is also obvious 
that these philanthropic donors designed and in- 
tended the hospitals to render to the sick, the 
best services commensurate with their means. 
In addition, many again state or imply in their 
constitutions, a purpose or desire to give free 
service to the poor and destitute, and some have 
specific funds or endowments for this purpose. 


It is then with this general type of hospital in 
mind, that my comments today are made, as they 
do not apply to those privately owned hospitals, 
organized and operated as a distinct business ven- 
ture for profit. 


I desire now to stress my own sincere personal 
conviction that there exists today in the minds of 
the community at large an appalling lack of true 
knowledge and appreciation of what these hos- 
pitals mean—how they were founded—how they 
continue to exist, and in particular, how tremen- 
dously they have been affected in recent years by 
the great changes in world conditions. I am sure, 
likewise, the vast majority of the populace are 
almost totally unappreciative of the daily increas- 
ing burden put upon each hospital to meet ade- 
quately the insistent demands made by scientific 
advance in the care of the sick; by the higher 
and higher standards of requirements imposed 
by various authoritative bodies, and strangely 
enough, the infinitely increasing demands by the 
patient himself for better accommodations and 
service. These are but a very few of the many 
factors that need be indicated at this point. 


Presented before the Conference of Medical Staff Officers, Tri- 
State Hospital Assembly, Chicago, 1938. 
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In addition to this general lack of knowledge, 
I also feel sure there exists an almost equally 
wide-spread misconception in the minds of the 
laity, and I might add, even in the minds of many 
of my own profession. I refer to a certain rather 
intangible, perhaps almost subconscious feeling, 
that these hospitals are being run and operated 
for the distinct benefit of someone or something 
other than the sick patient himself. That this 
mysterious imaginary object, be it the trustees, 
the staff, or the administration, is of no moment. 
That the idea is absurdly false, I need not state 
here, but that it does exist I feel sure, and it must 
be corrected. 


The Professional Staff and Its Hospital 


For twenty-five years, almost daily, I have en- 
tered the portals of one of our large and oldest 
voluntary hospitals. I have entered these doors 
in the performance of my professional duties as a 
physician and as a member of the attending staff. 
These duties, the care of the sick, I tried to carry 
out to the best of my knowledge and capability, 
and with undoubtedly a certain modicum of self- 
satisfaction and complacency. 


I desire now to make a free confession with no 
small sense of shame, that during this twenty-five- 
year period, I gave but scant heed to the hospital 
that made my work possible and the great hospital 
facilities that were so essential to my work. I 
want to make it very plain, that for all practical 
purposes, I just did not think about my hospital 
—I took it for granted. The operating room, 
instruments, surgical supplies, x-ray, laboratory 
facilities, qualified nursing care—these and the 
thousand and one essential items which constitute 
adequate hospital service, I simply accepted as 
existing there rightfully for my use and never 
once did I question how or whence they came. 
Indeed, if I thought upon them at all, it was more 
likely I did so in a way piqued and hypercritical 
—that some of the instruments were not as up- 
to-date as they should be; that more special nurs- 
ing care should be given my patients; that more 
free beds should be at my disposal; and that un- 
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doubtedly my patients were overcharged by the 
hospital. 


It may be possible this lack of “hospital con- 
sciousness” or “hospital awareness” upon which I 
have dwelt, is or was a fault peculiar to my own 
personal make-up. I regret, however, that I can- 
not say that I think my case is at all unique. I find 
a very similar “unawareness” among many of my 
professional brethren, and it is by no means lim- 
ited to the younger and supposedly less thoughtful 
members. 


The point, therefore, which I strive to bring 
out and which appeals to me as so important, is 
this. If such a state, which I charitably term for 
myself, “blissful ignorance” could exist in me, 
how much greater must the same be present in 
the minds of the general public? 


Chief of the Staff Acquires Understanding 


Two years ago, my own state of self-compla- 
cency received a rude and everlasting shock. 
Through no fault of mine, I can assure you, my 
misguided confréres elected me Chief of Staff. 
Within twenty-four hours, I began to be aware 
of the multitude of problems and griefs that beset 
a hospital. Ever since, these problems and griefs 
have seemed to grow and multiply day by day. 
During this period, perhaps in an attempted 
atonement for previous negligence, I have ear- 
nestly sought to familiarize myself with the hos- 
pital situation not only in my own hospital but in 
the whole hospital field. From so brief a period of 
education, it was unfair to assume that I might 
bring here today any major solution for the mani- 
fold problems and trials that confront our volun- 
tary hospitals. It is hardly necessary to point out 
that practically all the problems on ultimate analy- 
sis, can be solved on a dollar and cents basis—in- 
trinsically, they are financial difficulties. In turn, 
the obvious solution to this is increased financial 
support for the hospital and where possible, all 
practical economy of operation compatible with 
adequate service. Volumes can be written on both 
phases. This present effort is simply directed at 
the first. To accomplish this, my personal survey 
of the situation has convinced me that the first 
essential requisite is, therefore, an adequate edu- 
cational campaign of the public, that it may fully 
comprehend just what the hospital and, in par- 
ticular, the voluntary hospital means to the indi- 
vidual and community at large. 


What the Voluntary Hospital Should Mean 
to the Community 


I present to you now for your consideration and 
criticism my personal concept of the voluntary 
hospital—what it means to me; what I feel in 
general it should mean to every member of any 
community. 
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Good hospitals are unquestionably numbered 
among the vital and necessary essentials in the 
life, health, and welfare of every community. The 
comparison presents difficulties, yet certain it is, 
their importance should rank with such necessi- 
ties as adequate schools, police, and fire depart- 
ments. Can there be any question that health is 
not more important than protection of property 
from theft and fire? Yet, these other essentials. 
are supported by taxation. Many individuals pass. 
through life, without consciously appreciating the 
safeguard of the police and fire departments. Ex- 
tremely few individuals in this day and age pass 
through their allotted span of years without need- 
ing and experiencing the vital service of a hos- 
pital. More and more universally life’s journey 
starts in the hospital’s maternity department, and 
many there be who under certain circumstances 
are lucky to end the journey in a hospital. 


Dependence on Gifts and Contributions 


The next important consideration is that the 
voluntary hospitals have been founded by the 
generosity of individuals and communities. As 
gifts, pure and simple, devoted to the care of the 
sick, they must not be criticized for what they 
lack, but rather they should be looked upon with 
a sense of gratitude to some unknown, whose 
open pocketbook made the hospital possible. From 
this gratitude should grow a determination to 
help develop this gift in every way possible. 


It is all important in this concept to realize that. 
all hospitals must continually develop, not neces- 
sarily in size, but in the essential quality and type 
of service that ever-growing medical science de- 
mands. A hospital which does not develop, which 
remains stationary, rapidly becomes an archeo- 
logical museum. 


Community Demands for Hospital Service 


My next point possibly may be open to criticsm 
from the standpoint of personal bias, yet I state 
with utter conviction, that for the average indi- 
vidual the qualified voluntary hospital presents 
the best and brightest prospect for proper medi- 
cal care when sickness occurs. The knowledge 
that the facilities of such a hospital are within 
easy reach in the community, should be a source 
of the greatest comfort and peace of mind to all. 
Probably such mental contentment is to a certain 
extent felt by us all, but from it evolves certain 
of our voluntary hospital difficulties. Daily, the 
type and quality of hospital service are being im- 
proved throughout the land, in every possible way, 
yet daily we, the community, are demanding even 
better and greater services from our hospitals, 
and finally, it seems to me, we daily become less 
and less willing to pay our rightful share for the 
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super-service required of a modern hospital. This 
seeming paradox, I refuse to believe is due to the 
essential selfishness of man—rather, I choose to 
think it due to ignorance of the true facts of the 
present difficulties of a voluntary hospital. 


Facts Relating to Voluntary Hospitals the Com- 
munity Should Know and Understand 


In conclusion, I should like to stress thé follow- 
ing thoughts which I feel so many individuals lack 
in their conception of a voluntary hospital. 


1 That voluntary hospitals, whatever and 
wherever they are, exist only because someone has 
given and given largely. 


2 That the voluntary hospital is run solely for 
the benefit of the community at large. It is not 
run for the benefit of a group of trustees, the 
administration, or even the medical staff. These 
are merely integral parts of the hospital. 


3 That no proper adequate voluntary hospital 
can by the wildest stretch of the imagination ex- 
ist and run on the fees collected from the patients. 
It is absolutely as impossible as it would be to 
run a university, school, or college, from the tui- 
tion collected from the student body. 


4 That, in fact, in only those voluntary hos- 
pitals, which are essentially in themselves schools 
for the constant education of the staff, the intern, 
the nurse, and the research worker, and in which 
both rich and poor are cared for, can the highest 
and most adequate type of medical attention and 
service be found. 





5 That the apparent high cost of hospital serv- 
ice is derived from the high standard of essential 
requirements that are insistently demanded, such 
as the almost daily modernization of equipment, 
the ever increasing number of special types of 
laboratory investigations with their specialized 
technicians and apparatus, the enormous overhead 
of specialized and rarely used emergency equip- 
ment that must ever be at hand, many examples 
of which might be cited. In addition, the general 
increased cost of living, supplies, labor, and the 
restrictions put upon the hours of work—the 
marked diminution of interest from endowment 
funds, all these contribute to the cost. 


Lastly, from these various factors the voluntary 
hospitals throughout the land are facing in many 
cases almost unsurmountable financial difficulties 
unless aid is given at once. This must either be 
by contribution to increase endowments, or else 
through some tax device, or by increased rates. 


Surely, the good health of a community is with- 
out question the first and most important consid- 
eration. Does it not seem reasonable that any in- 
stitution such as a hospital, which contributes so 
largely in maintaining the health of the com- 
munity, should have the very first preference and 
the unanimous support of the community at all 
times? Should it not without question have pre- 
cedent over parks, boulevards, fountains, monu- 
ments, art galleries, etc., commendable and desir- 
able as these may be, but on which countless mil- 
lions are expended while thousands lack adequate 
hospital care. 
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Correction 


In the June issue of HOSPITALS credit was 
given to Colonel John Shaw Billings for design- 
ing and planning the Peter Bent Brigham Hos- 
pital. Medical historians and biographers have 
generally credited Colonel Billings with this work. 


Dr. Joseph B. Howland, superintendent of the 
Peter Bent Brigham Hospital, Boston, advises that 
this is somewhat in error; Dr. Herbert B. How- 
ard, one of the leading hospital authorities of his 
day, worked in perfecting the details of the hospi- 
tal as it was built. Dr. Howland’s letter follows: 


Dear Dr. Caldwell :— 

In the editorial section of the June, 1938, num- 
ber of HOSPITALS is a section headed “The 
First Hospital Consultant, John Shaw Billings,” 
stating, “He designed the Peter Bent Brigham 
and other hospitals.” This statement gives an 
‘ erroneous idea of the facts. 


On December 2, 1905, Dr. Billings was appointed 
an advisor to the Board of Trustees in arranging 
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for, procuring, and preparing plans of the hospi- 
tal. In conjunction with Professor Chandler of the 
Architectural Department of the Massachusetts 
Institute of Technology, he prepared a general lay- 
out of the hospital and instructions for various 
architectural firms who submitted plans in compe- 
tition. 


Dr. Herbert B. Howard was appointed superin- 
tendent of the hospital on May 1, 1908, and Dr. 
Billings resigned November 13, 1908, before com- 
petitive plans were submitted. The actual build- 
ing of the hospital took place during 1912 and the 
early part of 1913. The architects selected were 
Codman and Despradelle, and with them Dr. How- 
ard worked in perfecting the details of the hospital 
as it was built. The credit for the interior plan- 
ning should, I believe, be wholly given to Dr. 
Howard. 

Yours sincerely, 


J. B. HOWLAND 





——— 
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A New Approach to Hospital Financing 


HONORABLE HOWARD S. CULLMAN 


hospitals is a grave community problem. 

When hospitals are forced to close their doors, 
public health is placed in jeopardy. The fact that 
some hospitals are in the so-called voluntary clas- 
sification, others government supported, does not 
in any way lessen the danger; for we are admit- 
tedly dependent upon the joint facilities of fed- 
eral, state, municipal, and voluntary hospitals, all 
of which perform a necessary public service. 
The problem of hospital finance is, therefore, a 
matter of community concern, rather than a spe- 
cialized problem for hospital presidents, directors, 
or administrators. I believe that our job right 
now is to place squarely before the public the 
dilemma in which we find ourselves and to call 
upon the public for aid in working out a solution. 


Tice critical financial situation of American 


Increasing Hospital Deficits and _ Increasing 
Demands for Charity Service 


The demand upon the hospitals from patients 
who cannot afford to pay has been constantly 
mounting during the past decade. At Beekman 
Street Hospital, for example, our load of city cases 
has increased since 1928 by more than 200 per 
cent. During the same period our deficit has risen 
to an all-time high. In 1937, after all fees from 
paying patients, interest from endowment funds 
and contributions, this deficit amounted to ap- 
proximately $500 per bed. This situation is 
merely a sample of what is going on in hospitals 
all over the country. Obviously, we cannot stay 
in business with a constantly mounting discrep- 
ancy between income and expenditures. What are 
we going to do about it? 


Four Pertinent Questions and Their Tentative 
Answers 


As I see it, there are four questions to be an- 
swered : 


Shall we try to balance our budgets by charging 
“pay patients” for service rendered to “free 
patients”? 


Can we hope for increased gifts and donations? 


Shall we depend on some plan of group insur- 
ance? 


May we expect help from government funds? 





Presented before the Annual Conference of the New Jersey 
Hospital Association, June.3, 1938. 
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I would like to submit for your consideration, 
tentative answers to these four questions: 


Income from Fees from “Paying Patients” 


First, what are our prospects of increased fees 
from paying patients? In so-called good times, 
our national hospital operating costs amounted to 
more than $650,000,000 per year, including both 
government and voluntary institutions. In pros- 
perous times, paying patients contributed a little 
more than $300,000,000 toward meeting this bill. 
While I do not have the exact figure for a depres- 
sion or recession year, I should conservatively es- 
timate that this sum has today been cut in half. 
Furthermore, we all know, as a practical matter, 
that we can not hope to take in substantially more 
than what we are now getting from our patients 
who are able to pay. On the contrary, we know 
that the one-time private pavillion patient is to- 
day very frequently shopping around for semi- 
private accommodations; that those who once 
used semi-private facilities can, in many cases, 
pay no more than the ward rate, and that a vast 
proportion of the once paying ward patients have 
slipped into the indigent class. Such being the 
facts, I believe we can dismiss proposition num- 
ber one, increased fees from paying patients, as 
a means of placing hospitals on a sounder financial 
basis. 


Increased Gifts and Donations 


What of our second avenue of attack, increased 
gifts and donations? Let us hark back once again 
to the days of prosperity. Charitable contribu- 
tions and endowments, in normal years, covered 
only $50,000,000! of the national $650,000,000 hos- 
pital bill. That $50,000,000 figure, I believe, we 
can also cut in half to give us a fair idea of what 
the hospitals are receiving in a period when in- 
come from endowments has shrunk and former 
contributors are compelled to curtail their dona- 
tions. This is a familiar story to all of us, 
whether we depend upon our own individual drives 


‘Falk, I. F.—Security Against Sickness. 
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for funds or upon contributions from community 
appeals such as the United Hospital Fund or the 
Greater New York Fund. Frankly, I believe we 
must face the fact that we are not going to be 
able to stay in business either on the basis of 
patients’ fees or charitable gifts without substan- 
tial help from other sources. 


Group Insurance Plans 


To me, one of the most encouraging and hope- 
ful developments for the hospitals is the growth 
of group insurance plans in this country. The 
principle of group insurance was endorsed by the 
American Hospital Association in 1933 and by the 
American College of Surgeons in 1934, greatly 
stimulating the development of group plans 
throughout the country. I understand that today 
more than one million persons in the United 
States are covered by group insurance plans of 
various types and the hospitals are assured of a 
dependable source of income adequate to meet the 
costs of the service rendered. 


Here in the New York area we have had more 
than a year’s experience with the Associated Hos- 
pital Plan, which covers an area within a fifty- 
mile radius of New York City. With 260 member 
institutions, the plan includes more than 700,000 
persons and is constantly expanding to the bene- 
fit of the insured and the hospitals. Since the 
Associated Hospital Plan was inaugurated in May, 
1935, I am informed that the hospitals have re- 
ceived more than $4,000,000 in income from this 
source, and at the present time are receiving an 
average of $350,000 a month. I would like very 
much to see this plan extended along the lines 
recently suggested by Dr. S. S. Goldwater—that 
is, to include the economic group which can only 
afford ward service as well as the semi-private 
service now made available to the insured. 


Certainly we have barely scratched the surface 
of what can be accomplished by a sound, non- 
profit scheme of group insurance. We can learn 
much by the experience of Great Britain where 
the voluntary hospitals have been so greatly aided 
by the hospital insurance which covers more than 
12,000,000 persons. This plan, may I remind you, 
is distinct from and supplementary to the com- 
pulsory health insurance or panel system, and is 
comparable to our own group insurance plans. 


Despite the marked success of group insurance 
both here and abroaj, and my very definite belief 
that such plans will play an increasingly impor- 
tant part in hospital financing, we cannot expect 
them to solve the problem completely. In Eng- 
land, where such insurance has long and success- 
fully operated, it pays three-fourths of hospital 
costs in some communities, less than one-half in 
others. Insurance plans provide an excellent base 
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for hospital finance by spreading the risk of hos- 
pitalization among middle or low income groups. 
No actuarial system, however, can solve the prob- 
lem of the wholly indigent, the patient who sim- 
ply cannot pay anything. We accept the fact that 
care of this group is a community responsibility ; 
we know that the voluntary hospitals perform an 
essential service in discharging this responsibil- 
ity. We must therefore reach the conclusion that 
the voluntary hospitals should turn to the gov- 
ernment for aid, and adequate aid, in carrying on 
a vital public service. 


Government Support 


This essential principle was recently endorsed 
by the Committee of Physicians, popularly known 
as the Committee of 430 who stated that: “The 
health of the people is a direct concern of the 
Government; that in the provision of adequate 
medical care for the population four agencies are 
concerned: Voluntary agencies, local, state, and 
federal.” ? The Committee further proposes that 
“public funds should be made available to hospi- 
tals that render service to the medically indigent 
and for laboratory, diagnostic, and consultative 
services, and that in the allocation of public funds 
existing private institutions should be utilized to 
the largest possible extent.” 


I do not see how there can be any quarrel with 
these principles. As a matter of fact, many com- 
munities, in theory at least, acknowledge that the 
care of the indigent sick by voluntary hospitals 
is a public service which should be supported out 
of tax funds. Unfortunately, however, the appli- 
cation of this theory, in New York City at least, 
has lagged far behind the need. 


The one hundred fourteen voluntary hospitals 
in New York City are today a part of our munici- 
pal system, caring for a peak load of city cases 


‘because there are not sufficient beds in municipal 


institutions. 


What happens to them when they help out the 
city by taking care of city cases—those residents 
of the city who are unable to pay? It costs the 
City of New York approximately five dollars a 
day to give this service in its own institutions. 
The voluntary hospitals receive three dollars a 
day from the City, or approximately sixty per 
cent of what it costs to handle these cases in City 
institutions. This rate is not a uniform rate be- 
cause the city, in its wisdom some years ago 
established a rate of $1.15 per diem for children 
under five years of age cared for in voluntary 
hospitals. 


In the way of economy, a new burden was 





2The Committee of Physicians for the Presentation of Certain 
Principles and Proposals in the Provision of Medical Care— 
Statement of Principles and Proposals. 
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placed on the voluntary hospitals when the City 
refused to reimburse voluntary hospitals for ton- 


sillectomy operations performed on the sick poor. | 


Furthermore, voluntary hospitals are reimbursed 
nothing whatever for maternity cases cared for 
free of charge unless these happen to be so-called 
emergency cases. Thus, the voluntary hospitals 
are today providing hospital care not only for 
those who can afford to pay private rates, semi- 
private rates or even the ward rates. They are 
caring for those whom the City of New York the- 
oretically purports to provide care. The deficit 
thus incurred by the voluntary hospitals repre- 
sents a serious problem. 


In 1936, which is the latest year for which ac- 
curate figures are available in New York City, a 
total of 2,744,138 public charges were cared for 
in voluntary hospitals. For such of these as were 
acute medical and surgical cases, hospitals were 
reimbursed by the City at the rate of three dol- 
lars a day. For chronic cases, children under five 
years of age, tuberculosis patients, and others, a 
lower rate was paid, the average for all cases be- 
ing $2.02. The average per diem cost of care in 
voluntary hospitals is $5.62. The voluntary hos- 
pitals therefore made a contribution of more than 
nine million dollars in caring for City cases. This 
is a very substantial subsidy from private philan- 
thropy to the municipality. There seems no rea- 
son why this should be done exclusively in the 
field of hospitalization. After all, the City does 
not ask private philanthropy to keep the streets 
clean or to operate park, fire, or police depart- 
ments. These are accepted municipal functions, 


‘Hearing on the Tentative Budget for 1938 before the Board 
of Estimate and Apportionment, October 13-14, 1937. 





and no one would consider asking volunteer 
groups to do these jobs and be reimbursed for 
their services on the basis of fifty cents on the 
dollar. By the same token, the care of the indi- 
gent sick must be faced as a government responsi- 
bility. 


I have stressed the situation in New York City 
because that is the territory with which I am 
most familiar. I understand that a similar prob- 


‘lem exists in many communities in New Jersey 


where voluntary hospitals are reimbursed inade- 
quately or not at all, for the care of public 
charges. I am very definitely convinced that 
many voluntary hospitals could in large measure 
solve their financial problems if the losses now 
being incurred in the care of public charges were 
eliminated. In large urban communities the mu- 
nicipality must be persuaded to pay a sum at least 
equivalent to cost for the care of indigent pa- 
tients in voluntary hospitals. In other communi- 
ties, it may be necessary to enlist state and 
federal funds for this purpose. Whatever the pro- 
gram, it is clear that public moneys will have to 
be applied to keep the hospitals in business. 


I believe that the hospitals can best serve their 
own interests by uniting in support of a sound 
program of government aid, which is neither a 
dole nor handout to the hospital but simply just 
remuneration for public service rendered. I be- 
lieve also that hospitals should continue in the 
van of sound movements for spreading the cost 
of hospitalization among middle and low income 
groups. For it is these measures, I believe, which 
will furnish the base for a future sound and pro- 
gressive program of hospital financing. 





Hospitals in 1873 and Hospitals in 1937 


At the close of 1937 there were 6,128 registered 
hospitals in the United States, with 1,125,000 
beds, which admitted a patient at the rate of one 
to every 3.4 seconds during the year. Approxi- 
mately 933,000 births occurred in these hospitals, 
or more than one out of every three babies born 
in the United States was born in a hospital. 


Sixty-five years ago there were only 149 hospi- 
tals in the United States with accommodations for 
35,500 patients, and comparatively few babies 
were born in hospitals. The hospitals of sixty- 
five years ago were almost exclusively operated 
for the care of charity patients. Today, hospitals 
are operated for patients in all of the different 
economic strata of life. There must be good rea- 
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son for this increase in the number of hospitals, 
in their bed capacity, and in the quantity and 
quality of their service. 


Today the public is becoming more and more 
hospital conscious, they consider hospitals havens 
of mercy and rest, where there “are skilled hands 
to minister to their every want and need, they 
know that they will have the proper foods, pre- 
pared in sanitary kitchens under experienced su- 
pervision. 


“Hospital populations are no longer those who 
have given up hope; on the contrary, they enter 
the hospital as a means of prolonging and better- 
ing life, and the majority are not disappointed.” 
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Considerations for the Modern Nurses’ Residence 


WILLIAM A. RILEY, A.I.A. 


LMOST all hospitals of any size today 
A should have a modern nurses’ residence. 

Whether the nurses’ residence is to pro- 
vide for a school of nursing or the housing of the 
nursing staff or both, it should be located in a 
separate building. The best location is usually 
one that is near enough to the hospital so as to 
be reached by a tunnel or covered passage, and 
yet far enough away so that the noises of social 
activities will not be a disturbing factor to the 
hospital patients. In any case, the environment 
of the home must be as far removed from the hos- 
pital atmosphere as possible. 


The residence should function as a unit of the 
entire hospital group. Consideration and care of 
the nurse is just as important as that of the hos- 
pital patient. In order that the nurses may give 
their best efforts, they in turn must have a suit- 
able place for study, relaxation, and rest. The 
home can no longer be considered just a rooming 
house. It must be a modern residence with all 
adequate facilities for living and instructing in 
the important profession of nursing. 


Perhaps for harmony in architecture it may be 
essential and esthetically sound to have the same 
style of exterior architecture as the hospital 
group; however, the interior should present an 
entirely different aspect. The residence should be 
homelike and cheerful and in no sense formal. 
Actually, it is a home for many instead of a small 
family, and the scheme of design and interior 
arrangements should be made accordingly. 


Certain standard principles will govern all 
nurses’ residences as to the sizes of rooms, teach- 
ing requirements, provision for the care of nurses 
when ill, and for the night nurses who must sleep 
during the day. At the same time one must not 
lose sight of the fact that the more attractive the 
environment can be made for teaching and social 
activities, the better will be the standard of the 
students taking up this profession and in the end 
the greater the benefits derived by the hospital 
patients. 


The Sleeping Rooms 


The nurses’ sleeping rooms may be considered 
the most important rooms of the residence simply 
because they determine the typical floor plan. Ac- 
tual number and size of these units will govern 
the final size and shape of the building. It is cus- 
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tomary to locate sleeping rooms above the ground 
or first floors because the requirements for admin- 
istration, instruction, and social areas will be more 
conveniently and economically situated on the 
lower floors of the residence. 


It is generally agreed today, in planning of 
residences for nursing personnel, that no sleeping 
room whatever the size and arrangement is, fig- 
uratively speaking, large enough for more than 
one person except in cases where it is desirable to 
have semi-private rooms for probationary stu- 
dents. In this small room, of approximately 100 
square feet, the nurse can have privacy and re- 
laxation from her exacting duties in the hospital. 
Rooms designed for more than one nurse, except 
in particular cases, will defeat the purpose for 
which the room is designed and in many states 


‘there are regulations governing this. 


Sleeping porches or partly enclosed sleeping 
areas where several nurses may sleep out-of-doors 
are sometimes provided and these are usually lo- 
cated on the roof or in one of the wings. The 
section assigned for night nurses is best located 
on the upper floor where they will not be disturbed 
during the day by other nurses. 


The section known as the infirmary, where 
nurses with minor illnesses who do not need hos- 
pitalization may receive proper care, must not be 
omitted. This section as well as the section for 
the night nurses should be shut off from the other 
rooms. In large residences there should be pro- 
vided hospital facilities such as a small serving 
kitchen, a sink room, and medicine blanket warm- 
ing closets. 


The accompanying drawing shows ten different 
types of sleeping rooms which have been used in 
many nurses’ residences. Economy and a limited 
budget will more or less determine which unit is 
the most practicable for any particular problem. 
All of the various types shown have merit and 
provide for only one nurse with adequate space 
for necessary furniture. Figures I, III, V, and IX 
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are the typical types used where the closet pro- 
jects into the room, forming a return wall for bed 
or lavatory. This type is the most common and 
is the least expensive to build. Types shown by 
Figures II and IV are those with built-in ward- 
robes, bookcases, and desk alcoves. These types 
provide more convenient spaces for gowns, hats, 
shoes, et cetera, and naturally are better liked by 
the nurses, but on the other hand are more expen- 
sive. 


Type I might have a metal built-in wardrobe, 
as shown by dotted lines, which would eliminate 
the dresser; however, this adds 25 to 30 per cent 
to the cost over the regular room closet with shelf 
and pole. 


Figure X shows an arrangement used in the 
new nurses’ home at the Hospital for Sick Chil- 
dren in London, where a four-foot-wide dressing 
room is provided adjacent to the bed-sitting room. 
This dressing room annex contains dresser, ward- 
robe with drawers below, soiled linen cupboard, 
heated towel rail, and mirror at lavatories. These 
narrow dressing rooms are in pairs and back to 
back, so that two sisters’ bedrooms occupy the 
same space as three nurses’ bedrooms above, see 
Figure IV. 


Figure VII illustrates a good plan arrangement 
with bedroom and combination bath used jointly 
by two nurses and is that type sometimes used 
where the general floor toilet and washrooms are 
omitted. Figures VI and VIII are also good plans 
in which the closets are so arranged as to allow 
the full depth of the room to be utilized. 


All sleeping rooms should provide a wall type 
lavatory and mirror, usually arranged so that the 
lavatories are back to back where possible in order 
to reduce the number of plumbing pipes. The 
furniture consists chiefly of bed, bedside table, 
dresser, easy chair, desk and chair, paper basket, 
desk and floor lamp, rugs and window draperies. 
Furniture need not be expensive but it must be 
comfortable and serviceable and the color scheme, 
although conservative in character, should create 
an atmosphere of cheerfulness and comfort. 


General Room Requirements 


For the larger residences providing for both the 
instruction and housing of nurses there are many 
items that must be considered. The shape of the 
available land, orientation, and proximity to the 
hospital, will govern to some extent the final shape 
of the building, whether it is rectangular, “T,”’ 
“hs “a or ig form. 


A rectangular form usually works out well for 
the small residence with no training school facili- 
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ties, whereas the “H,” “L” and “U” plans allow 
considerable elasticity for sleeping room floor ca- 
pacities owing to the stepping off of the super- 
imposed floors in the wings. These types are not 
only interesting architecturally but are best suited 
for increasing economically the number of rooms 
when future additions are contemplated. 


Aside from the individual nurses’ bedrooms 
there are other rooms which are important and 
which consist of administration, educational, rec- 
reational, and service rooms. The teaching de- 
partment comprising classrooms, demonstration 
rooms, chemical and domestic science laboratories, 
reference library, and instructors’ offices will de- 
mand considerable space. This department is 
usually located on the lower floors but wherever 
it is located it should have adequate light and be 
accessible. 


Demonstration rooms should be large encugh to 
accommodate the largest class expected at the hos- 
pital, with lecture room adjacent of sufficient size 
to receive one class at a time comfortably. These 
demonstration rooms will require actual hospital 
equipment instruction in order to familiarize the 
students with the proper handling and care of 
these expensive fixtures. Faculty members might 
be consulted as to the size and equipment for ali 
laboratories. In the smaller schools, dietetics and 
chemistry are sometimes taught in the same 
room. 


Administration and recreational rooms should 
be conveniently situated on the first floor except 
for the larger assembly hall or auditoriums. The 
auditorium is used by the school only intermit- 
tently and should accommodate at least two-thirds 
of the school for graduation exercises, lectures and 
entertainments. Motion picture equipment and a 
small serving pantry are essential. 


It is well to remember that the “atmosphere” 
of the residence should be entirely removed from 
the hospital and that the center of all interest 
should be in the main living or reception room. 
A limited budget must not interfere with the 
proper planning and architectural features of this 
important gathering place. Fireplaces, alcoves, 
cosy corners and sometimes several small inter- 
mediate reception rooms might be provided with 
a general serving pantry for light refreshments. 


Libraries both for the graduate nurses and stu- 
dents are usually located some distance from the 
living room where there will be complete privacy 
and quiet. In these rooms students will struggle 
with the problems of the curriculum and therefore 
these rooms should be made as nearly soundproof 
as possible. 
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An administration office is essential. It should 
be located near the main living room but not so 
placed as to be too prominent, otherwise the im- 
pression of a hotel rather than a residence may 
be gained. This office will require telephone facil- 
ities, nurses indicator, key rack, and mail boxes. 


Each sleeping room floor requirés a centrally 
located sitting or lounge room large enough for 
about twenty nurses. It is well to provide near 
this room a kitchenette with sink, range, dish 
cupboard, and refrigerator which will be used for 
preparing occasional refreshments. 


On the same floors as the nurses’ bedrooms, the 
special suites for superintendent, house mother, 
instructors, supervisors, and head nurses are lo- 
cated. These suites usually situated at the ex- 
treme end of the building consist of living room, 
vestibule, bedroom, and bath. The house mother’s 
suite should be centrally located where she can 
render counsel and maintain supervision over the 
students. 


Then there are other rooms in the larger resi- 
dences that are sometimes provided. There may 
be the guest rooms and bath for the personnel’s 
visiting friends and relatives, hairdressing room 
with special shampoo facilities, smoking and sun- 
bathing lounges which can include interesting wall 
treatment and colorful furniture for creating in- 
terest. Large roof terraces, partly protected from 
the prevailing winds, where the nurses may in fa- 
vorable weather rest in the sun and enjoy deck 
games, are desirable. A coat and washroom for 
men is quite necessary. This room is best sit- 
uated near the entrance hall and reception room. 


Considering toilet facilities for the dormitory 
floors, it is deemed best in large residences to have 
more than one on each floor conveniently accessi- 
ble and so arranged as to separate the bath sec- 
tion from the toilets. The common ratio used in 
standard practice is to provide, where there are 
no lavatories in the bedrooms, one for every three 
to four nurses, one toilet for every four to five 
nurses, one bathtub with shower for every seven 
nurses or separate showers for every fourteen 
nurses. 


Service rooms such as laundry, sewing room, 
trunk storage, gymnasium locker room, hot water 
heater room, are assigned to the ground floor. 
The small laundry with linen sewing room adja- 
cent will be used for washing fabrics too delicate 
to be sent to the hospital laundry and a dress- 
drying apparatus is sometimes included. Swim- 
ming pools are well worth considering if funds 
permit. 


Each floor should include a large linen room, 
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telephone booth, soiled linen chutes, maids’ closets 
with sink, and drinking fountains. Any residence 
with more than two floors above the entrance floor 
should consider elevators, with one large enough 
for stretchers. 


Care and development of the grounds surround- 
ing the residence are very important and require 
the skill of those familiar with landscape work. 
Tennis courts will be an added asset and then 
there is the ever-increasing problem of providing 
space for parking cars. 


Architectural Requirements 


Architectural treatment of the exterior should 
be given the same study and consideration as the 
other buildings of the hospital group but the in- 
terior will require an entirely different aspect. 
Interior arrangements must not be minimized, and 
the impression is to be in no sense formal, but 
rather cheerful and “clubby.” 


In the early stages of the development, the 
architect should familiarize himself with local and 
state building codes. A survey of the entire in- 
stitution with respect to soil conditions, prevail- 
ing winds, roads, and grades are necessary. A se- 
lection of materials and types of construction will 
have a direct bearing on the cubic costs. Large 
residences should definitely be of first-class con- 
struction which implies that all materials are fire- 
proof, while the smaller buildings may be of sec- 
ond-class construction which is that type of con- 
struction with exterior walls of masonry but with 
minor interior partitions of non-fireproof mate- 
rials. 


Fireproof buildings in the United States will 
range from 55-80 cents per cubic foot, while the 
non-fireproof may vary from 35 to 55 cents per 
cubic foot, depending upon localities and market 
conditions. A rough estimate of 4000 to 4500 
cubic feet per inmate is the minimum capacity for 
schools of nursing and may be used for arriving 
at approximate costs. 


Every precaution must be used to protect the 
nurses from all fire hazards through the use of 
fireproof stairs and exits, suitably situated at the 
extreme ends of the building and on large build- 
ings at the center as well. There should also be 
included fireproof doors between separate sections 
of the residence and the installation of a fire sig- 
nal system. 


Interior finish for the sleeping room units and 
educational rooms might consist of plain details 
and materials for purposes of cleaning and dura- 
bility, whereas the finish for the social sections 
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could be more elaborate and interesting. Walls 
of the bedrooms would create an interesting and 
homelike appearance if treated with a washable 
wall paper. 


The subject of floor materials is all important 
both from the viewpoint of maintenance and ap- 
pearance. Nurses’ sleeping room floors may be 
finished with linoleum or rubber, while reception 
and living rooms could be finished with various 
types of hardwoods. Laboratories and teaching 
areas would require a more permanent and serv- 
iceable surface such as asphalt tile, terrazzo, or 
cement. 


Consideration of the proper type and kind of 
windows and doors are also important. The wood 
reversible double-hung windows have proven satis- 
factory where the washing of windows in the 
higher buildings present a problem. Doors might 
be of two-panel or the slab type at least 2 ft. 8 in. 
wide by 134 in. thick. Chromium-plated hard- 
ware, well made and of plain design would be in 
keeping with modern furnishings. 


Plumbing, Heating, Ventilating, and Electric 
Requirements 


The plumbing, heating, ventilating, and electric 
requirements are probably not the most interest- 
ing of the various problems concerned with the 
construction of the modern nurses’ residence. 
However, they are very important subjects and 
require study in order to obtain satisfactory oper- 
ation, maintenance, and economy. 


It is folly to install plumbing and heating pipes 
that are not of the type suited for the particular 
water conditions in any one locality. Pipe lines 
that will have to be replaced in a few years simply 
because the initial cost is low. are poor economy. 
The owner and architect should bear in mind that 
plumbing fixtures in the residence will receive con- 
siderable usage. Therefore, the selection of the 
proper type and quality of fixtures will require as 
much study as those for the hospital. Lavatories 
should have metal faucets, non-breakable and 
chromium plated, and the simple plug and chain 
are better suited than the troublesome pop-up 
waste for private bedrooms. 


Problems of heating and ventilating are best 
solved by the employing of qualified heating en- 


gineers, who will work in conjunction with the 
architect. Certain rooms will require exhaust 
ventilation while some will require complete con- 
trol of air temperatures and some washing and 
cooling of air. Toilets, diet kitchens, maids closets, 
laundry, and laboratories require mechanical ven- 
tilation. 


Radiators in the individual sleeping rooms 
should be similar to the hospital type, set free 
from the walls for cleaning purposes. Heating 
supply lines covered with insulation may be left 
exposed at the ceilings for accessibility. The ques- 
tion of heat energy whether steam or hot water 
as a rule brought over from the hospital power 
plant can be best determined by the heating en- 
gineers. Some provision should be made for heat- 
ing and ventilating the long corridors and stair 
halls. Each nurses room might provide for a sim- 
ple type of ventilating apron to prevent drafts in 
winter. This can be provided for similar to the pa- 
tients’ windows of the hospital which are made 
a part of the window sill. 


Unlike the plumbing fixtures, the electric fix- 
tures are usually carried in an allowance under 
the contract and before the building is completed 
and with sufficient time for selection and study 
the lighting fixture specifications can be given out 
for bids. 


Each bed room will have a non-intercommuni- 
cating telephone that is connected to the office but 
not to the outside so that the matron may be in 
immediate touch with each nurse for calling or 
giving instruction. 


Teaching sections will require the usual stand- 
ard school electrical equipment. There should be 
included a fire alarm signal system and a few 
lights in each story in the corridors to be arranged 
for lighting throughout the night, one at each 
stairway and one at the elevators. 


Each sleeping room will require a general room 
ceiling light either at the head of the bed or at 
the center of the room as well as a bed-side table 
light and Several duplex wall outlets for desk light 
and cleaning equipment. Closet jamb switches will 
not only be convenient but will reduce lighting 
costs. One should not overlook the special heating 
outlets required for electrical heating and cooking 
appliances in the dietetic laboratories and 
kitchens. 
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Routine Laboratory Work in a Hospital 


H. K. B. ALLEBACH, M.D. 


HE question of what routine work should be 
T performed in a hospital laboratory is one 

which involves many individuals. The patient 
first of all is concerned, because the cost of the 
plan is charged to him and because it is primarily 
his welfare that we have in mind in trying to find 
out more about his physical condition through the 
medium of laboratory procedures. The hospital 
staff is interested as a whole, and particularly so 
as we consider the various departments. The med- 
ical staff feels that a certain set of procedures 
should be performed on their patients; the surgi- 
cal staff is more concerned with those tests which 
deal with kidney function and coagulation of 
blood; the urological department considers rou- 
tine urinalysis unnecessary as the urine would 
have been previously checked by them; and so on. 
The hospital administration is interested because 
of the problem of increased cost to the patient of 
doing laboratory work which in some cases would 
not be ordered. The necessary increase in labora- 
tory equipment, working quarters, and personnel 
to handle the increased amount of work is one 
which also vitally concerns the hospital adminis- 
tration. The laboratory director is anxious that 
available laboratory facilities be utilized to the 
utmost; thus being of maximum benefit to both 
patient and physician. 


Routine Laboratory Tests 


Now, just what routine tests are we going to 
prescribe for each patient who enters the hospi- 
tal? Kinsella,’ in 1929, stated that in addition to 
the program of routine work as suggested by the 
American College of Surgeons, that all patients 
should have a blood sugar determination, a blood 
non-protein nitrogen, a Kahn or Wassermann test, 
a kidney function test, and an x-ray of the chest. 
This is considerably more than most hospitals 
would consider necessary. Vallee,? in 1933, stated 
that the necessary routine laboratory procedures 
are a complete urinalysis, a Wassermann, and the 
pathological examination of all surgically removed 
tissues. MacEachern,’ in his book on Hospital Or- 
ganization and Management, lists the minimum 
laboratory routine requirements as a complete 
urinalysis, a blood count, and in tonsil cases a 
blood coagulation time. He also advocates the 
examination of all surgical tissues. 


Presented before the Tri-State Hospital Assembly, Chicago, 
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In my opinion the amount of routine laboratory 
work which should be done in a hospital depends 
upon several factors. First of all, the type of hos- 
pital and its patients will determine to a certain 
extent just what routine should be used. A large 
hospital connected with a medical school, that is 
interested chiefly in finding out all that will prove 
useful for instruction of students and furnishing 
material for statistical reviews, will have a much 
more extensive list of routine work, than will a 
small community hospital. Again, hospitals which 
have a large percentage of patients whose race 
or social status might lead one to suspect a rela- 
tively high incidence of syphilis will naturally do 
routine tests for that disease on all admissions. 
Also, different types of service in the hospital call 
for different routines. The medical patient should 
have at least a routine urinalysis and blood count. 
The surgical patient should have these and in 
addition, a bleeding or coagulation time. An 
obstetrical patient should have a urinalysis before 
and after delivery, and a post-partum blood count 
several days after delivery would be a check on 
the amount of blood lost and the patient’s condi- 
tion. There are perhaps, certain types of cases, 
such as fractures, in which routine procedures 
might be superfluous. However, if our aim is to 
practice preventive medicine and furnish a check- 
up examination for all hospital admissions, then 
we must have a routine which is comprehensive 
enough to pick up unsuspected diseases. I believe 
that just what this routine shall consist of, is a 
matter which each individual hospital staff must 
decide for itself. The type of hospital, the type 
of patients in that hospital, and the financial plan 
to carry on this routine work are all factors in 
making a decision as to what the routine labora- 
tory work will be. 


Personally, I believe that a routine consisting 
of a complete urinalysis, complete blood count, a 
flocculation test for syphilis, a coagulation or 
bleeding test on tonsil patients, and the examina- 
tion of all surgically removed tissues, constitutes 
an adequate check up on all patients. It is not too 
extensive a program, will not be too expensive, 
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and yet will furnish considerable worthwhile in- 
formation about the patient’s condition. Why 
have I advocated the tests just listed and what 
will each tell us about our patients? 


Urinalysis 


A complete urinalysis is an inexpensive test 
and will give us considerable information. The 
specific gravity, the reaction, and the color of the 
urine may tell us many things as there are several 
diseases in which certain definite changes occur in 
these findings. Again, many times a patient has 
been found to have diabetes mellitus, simply 
through a routine examination of the urine, the 
presence of sugar leading to checking of the blood 
sugar level. The presence of albumin may lead to 
further investigation of the patient and the dis- 
covery of the process causing the albuminuria. 
Microscopic examination of the urine may reveal 
an unsuspected pyelitis or cystitis. The presence 
of red blood cells may indicate kidney tumor, 
bladder tumor, nephritis, etc. Casts by their 
number and type indicate fairly well the condi- 
tion of the kidneys. If all our tests show the urine 
to be perfectly normal, then we can rule out many 
possible diagnoses. 


Blood Count 


The value of a routine complete blood count lies 
in the many different things it may reveal con- 
cerning the patient. The red blood count and 
hemoglobin determination will tell us whether 
our patient has a normal number of cells and 
normal hemoglobin, is anemic, or has polycythe- 
mia. The blood smear is of considerable aid in all 
anemias in determining the type with which we 
are dealing. Following an acute hemorrhage the 
blood count shows no changes until several hours 
have passed, then we will get a normochromic, 
normocytic anemia. Five or six days later the pic- 
ture changes to that of a hypochromic, normocytic 
anemia. Such conditions as familial hemolytic 
icterus, sickle cell anemia, pernicious anemia, ma- 
laria, sprue, and fish tape worm infestation are 
other conditions which may be diagnosed by blood 
studies. The white blood count may show us the 
presence of agranulocytosis in a patient in which 
that diagnosis was wholly unsuspected. The leuke- 
mias and infectious mononucleosis are also diag- 
nosed by means of blood studies. The presence of 
infection and its severity is ascertained by a study 
of the white and differential count. A normal 
blood picture also is of value in ruling out many 
diagnoses which otherwise would have to be con- 
sidered. 
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Coagulation and Bleeding Time 


The practice of obtaining coagulation and bleed- 
ing time on all patients who are to have a fonsil- 
lectomy, will insure preventive steps being taken 
in those patients showing a hemorrhagic tendency. 
This is well worth while from the standpoint of 
prevention, for the psychological effect upon the 
patient and the peace of mind it gives the surgeon. 


Serology 


A serological test for syphilis is especially im- 
portant at the present time, as an adjunct to the 
nation wide campaign which is being held. There 
is no doubt that many positive cases are passing 
through our hospitals undiagnosed because of a 
lack of routine tests for this disease. We now 
have available certain flocculation tests, such as 
the Kline. which are reliable, inexpensive and 
simple in technic, which can be used as a routine 
test. Any test which by this method is doubtful 
or positive can be verified or discredited by check- 
ing with the Kolmer, the Kahn or whatever other 
tests the laboratory is using. 


Surgical Tissues 


The routine examination of all surgically re- 
moved tissues needs little comment. It is done 
today in all hospitals approved by the American 
College of Surgeons. It is worthwhile in verifying 
or discrediting clinical diagnoses, in completing 
the patient’s case record, in acting as a check on 
the surgeon, in thoroughly examining tissue 
which otherwise might have some lesion which 
would be overlooked, and in obtaining specimens 
for the hospital museum. The small hospital 
which does not have a full or part-time pathologist 
can make arrangements to send its tissues to a 
pathologist for examination. 


Summary 


In summary, allow me to repeat that I believe 
a complete urinalysis, a complete blood count, a 
bleeding and coagulation time on tonsil patients, 
a test for syphilis, and an examination of all 
surgically removed specimens is an ideal routine 
of laboratory work. However, I believe that each 
hospital staff must decide for itself what its own 
needs are and establish a routine set of procedures 
to fulfill that requirement. 
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cure, that is, the use of natural forces such as 
light, heat, air, water, and exercise in the 
treatment of disease. Likewise, dietetics is de- 
fined as the science, study, and regulation of diet. 


Tex dictionary defines physiotherapy as nature 


Early Observations on Errors in Diet 


Many of the earliest observations on the causa- 
tion of certain diseases from errors in diet, espe- 
cially those of the intestines, have come down to 
us from the earliest writers. Although Hippocra- 
tes says little, Galem mentions diarrhoea and 
fevers as arising from crudities in alimentation. 
Aretaeus, a Greek writer, goes into details and 
cites soups composed of wine, honey, cheese, and 
flour, and another mixture in which olives and 
black garlic were ingredients, as particularly bad. 
Perhaps you will agree with him. The Roman 
and Arabian physicians as well as the Greek seem 
to have laid special emphasis upon the effects of 
particular kinds of diet. Avicenna goes so far as 
to tell us something about diseases caused both 
by deficiency in diet as well as an excess in food 
otherwise good. Thus these writers were perhaps 
stumbling in the neighborhood of the vitamines. 
Arnold of Villanova, who died in the early part of 
the fourteenth century, left this admonition, 
“Take care of autumnal fruits lest they be a sor- 
row to thee.” A few of the earlier writers stress 
especially astringent varieties of apples, and most 
of them urge the desirability of eating plenty of 
fruit. Many of the ancient observers believed 
that fruits caused intestinal diseases, but writers 
of a later period, especially those of the sixteenth 
and seventeenth centuries, had apparently learned 
from experience that dysentéry, scurvy, and sim- 
ilar ailments were actually cured or at least dis- 
appeared when large quantities of grapes or cher- 
ries were ingested. Most of them accorded special 
emphasis to fruits, and only occasionally do we 
find praise in favor of specific vegetables. It is 
well known then, that from earliest civilized times 
diet has been a topic of interest to a large section 
of the population. While we can find no mention 
in ancient writings of physiotherapy as we un- 
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derstand the term today, we may be sure that the 
hot baths of the Romans and the natural mineral 
springs existing in so many parts of the world 
were used from the earliest times as aids to 
health. Much later we find Dickens and Thackeray 
giving full accounts of what went on in the pump 
rooms of the English spas a century or more ago. 
Most of it, to be sure, was idle gossip, but we 
know that such worldlings as Major Pendennis 
went back to London better, if not wiser men. 


In the last few years two very definite depart- 
ments, as represented by these two sciences, have 
been added to the Medical Department of the 
Army, as a result of the steady march of progress 
toward better things. How did these two depart- 
ments come to penetrate the coat of mail of Army 
tradition so as to be adopted as indispensable 
parts of our military machine? To understand 
this evolutionary process let us go back to the 
days before the grandparents of any one of you 
ever reached a chubby fist toward a bottle of 
milk. 


1775-1814 


In midsummer of 1775 during the American 
Revolution, General Philip Schuyler reported from 
Ticonderoga that of a force of 500 men, 100 were 
sick and without hospital stores. All the General 
could do was to donate the wine from his own 
table, and as matters became worse he ordered 
on his own responsibility a physician from Albany 
with some delicacies for the sick. Although he 
asked Congress for help there was no response to 
his urgent appeal. In the winter of 1776, as new 
levies were raised, most of them concentrated 
around New York, hospital stores were very gen- 
erally lacking and we find Washington appealing 
over and over again for aid. Again the petition 
in favor of the sick of the Army fell on deaf ears. 


The first hospital regulations were published in 
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July 1776, and in paragraph 5 of these we find 
that “The Surgeon shall every day prescribe the 
diet of each sick person according to the diet 
tables established in the general hospital under 
the titles ‘full diet, half diet, spare diet, dry diet, 
milk diet, etc.’’”’ Later in the regulations we see 
that for every regimental hospital, a cook shall 
be allowed to “prepare the diet of the sick”; note 
that it was admitted here that something better 
than a camp cook was needed to feed the sick 
soldier. 


The Revolution came and went with but little 
credit to those charged with organization for 
helping the sick. The soldiers in hospital ate 
mostly what they could get, and if the doctors 
of the Army were honest as we may hope was 
the case, they may have received food that was 
proper. In many cases, however, we know that 
the dietetic care was shameful beyond our com- 
prehension. There were jealousy and dishonesty, 
and in many cases General Washington was pow- 
erless to force any improvement. Of course many 
scandals came to be aired and there were charges 
of neglect, but these were soon forgotten in the 
brisk excitement of the new freedom. 


In April 1777 Congress passed a law reorganiz- 
ing the Medical Department. For the first time 
appears the title of “Steward.” There was to be 
one for every 100 sick, and he was “to receive 
provisions from the Commissary and distribute 
them to the sick.” A matron was also provided 
for, to look after wards, beds, and utensils, and 
to care for the provisions, and under her were 
nurses, one to each ten sick. Here then, are the 
faint beginnings of order and a hint of dietetic 
regime one hundred sixty years ago. Matrons re- 
ceived half a dollar a day and a ration, nurses 
twenty-five cents a day and a ration, not a munifi- 
cent wage, but you must remember that money 
brought several times what it does now. 


1814-1847 


In 1814 during our late unpleasantness with 
England we find some excellent hospital regula- 
tions published governing the administration of 
the General Hospital of Burlington, but no very 
definite information as to what constituted a 
proper diet for the sick. During the same year 
the Army issued for the first time in its history, 
the Regulations for the Medical Department. In 
them we find the medical officers were held re- 
sponsible for the inspection of provisions. It was 
required only that the hospital should have one 
or more “female attendants” who, in addition to 
the duties of scouring and cleansing dirty bunks 
and floors, washing blankets, bed sacks, and cloth- 
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ing of the sick, had the duty also, of cooking the 
victuals and of keeping the utensils clean. These 
were our early dietitians, perhaps indeed they 
were Sairey Gamps, and as yet the physiothera- 
pists were unknown. 


Four years later in 1818 the first comprehensive 
revision of the Medical Department Regulations 
was begun under Surgeon General Lovell, who 
had just taken office. These were carefully writ- 
ten and continued to remain standard almost up 
to the end of the nineteenth century. For the 
first time one finds the word “diet book” indicat- 
ing the status of diet in the regime. The regula- 
tions provide also that every patient in the hos- 
pital was to be washed every morning and have 
his hair combed. The matrons and nurses were 
continued as a part of the medical establishment. 


In 1841 General Lawson wrote a famous and 
vigorous letter to one of his subordinates con- 
cerning the administration of the hospital fund. 
It is not necessary to quote it in full, but in it he 
says, “Should the man in hospital be unable to 
eat his bread and pork and the Commissary can- 
not furnish in lieu thereof fowls, mutton, eggs, 
milk and butter, the sick man must necessarily be 
subsisted on barley, sago, chocolate, tea, wine, 
brandy, etc. . . .” These last were emergency 
hospital stores and it indicates some interest in 
dietetic requirements. General Lovell had suc- 
ceeded in banishing the whiskey ration from the 


- Army, but strong liquor was still regarded as 


necessary for a sick man. 
1847-1905 


The war with Mexico came. The records do 
not show whether the diet of Mexican food was 
good or bad for our soldiery, but Surgeon Satter- 
lee wrote somewhat peevishly in 1847 as follows: 
“Many patients are received into our hospitals 
who have not washed their persons for months 
and who for weeks have not changed their under- 
clothes and who are not only filthy but covered 
with vermin. . . . Now it is impossible for men 
to be healthy under such circumstances.” 


In his letter Dr. Satterlee spoke also of the 
almost exclusive diet of salt meat and hard bread 
without vegetables except beans and rice, and not 
even the antiscorbutics allowed by regulations 
except in rare instances. It was the old story of 
unpreparedness repeated again in 1916 in the 
pursuit of Villa in Chihuahua, when in spite of 
what the Regulations declared, there was neither 
coffee nor milk to be had. Tripler, another famous 
medical officer, wrote of the infamous cooking of 
the more than doubtful diet, and I know he would 
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have welcomed a dietitian if she had walked in on 
him at Puebla in 1847. 


The years passed on. In the Civil War General 
Hammond, the Surgeon General, directed among 
other things that scorbutic diseases be reported 
on as to causation and prevention. In the Medical 
and Surgical History of the War, while diseases 
are carefully described, we find little stress laid on 
the dietetic care of the sick. Apparently the die- 
titian as yet had no official status. 


After the Civil War the Army was cut down, 
and stagnation was inevitable. Many things were 
worse than before the Civil War, and inactivity 
led to economy and bickering. Nurses disap- 
peared, and such hardy fellows as followed in the 
train of Mars ate what they could get, and if 
unfortunately they fell ill in an Indian campaign, 
they were obliged to eat the same food in sick- 
ness as in health. And so we pass on to our own 
time, to consider its many changes. 


1905-1917 


Thirty-three years ago I entered the Army. 
There were then 321 officers in the Medical Corps, 
there were no women nurses, no dietitians, no 
physiotherapists. One of my first stations was 
here in Washington nearly thirty years ago, when 
I reported for duty at the Walter Reed Hospital, 
then opened but six weeks. Our staff was small 
and consisted of but six or seven officers. I was 
at one and the same time Chief of the Medical 
Service, Chief of the E. E. & T. Service, Chief of 
the Laboratory Service, Roentgenologist, and like- 
wise my own dietitian. You may be interested to 
hear of some examples of the individual officer’s 
work of that day. 


A fussy old general was a patient under my 
ministrations, and the old fellow’s diet had 
been cut down to a butterfly’s wing every other 
day. Finally he was promised a bit of meat, and 
I told Johnson our famous colored chef and arbi- 
ter of diet, who was here for years, to send him 
some sliced chicken. The general was so hungry 
he gobbled the chicken instantly and sent word 
by an orderly that he wanted some chicken, not 
“scraps.” Johnson had been trained in military 
etiquette, although a civilian cook, and he sent 
word to the general in this classic, “Cook Johnson 
presents his compliments to General B—- and 
says he don’t serve no scraps to patients.” 


Again, I was burdened with a diabetic patient. 
In those days we gave a diabetic no starch till 
he was sugar free, and then tried him on a whole 
potato to find his tolerance. We used to write to 
New York to get starchless crackers and we 
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cooked up many a mess of gelatin and glycerine 
to make sugar free jelly for the poor diabetics. 
Still no dietitian came along to help us. One officer 
with sprue fell away to 62 pounds, and it was 
necessary to hunt through his bed sometimes to 
find him. He could eat nothing until I acci- 
dentally discovered blanc mange was good for 
him. He ate this six times a day and ruined the 
market, finally attaining a weight of 140 pounds. 
These things are mentioned to show you what a 
tremendous amount of individual trouble we went 
to because there was no one else to whom we could 
turn for advice. 


The little physiotherapy we could give was indi- 
vidual. We knew little of massage and to our 
minds a husky laundress was as good as anyone 
when it came to kneading muscles. Our electrical 
apparatus for galvanism was generally out of 
order. If we were badly stumped we sometimes 
sent patients to Hot Springs to get rid of them. 
Sometimes their troubles were boiled out, but 
oftentimes they were not. 


The first nurses came about this time, I think 
we had four, and how wonderful it was to witness 
the improvement in morale of our patients who no 
longer had to receive pills from the dirty fingers 
of ward attendants who had perhaps recently 
come from grooming mules! The nurses helped 
with the diets also but stiff joints were a problem. 
You ordered massage and heat, but who was to 
give it, unless you were willing to roll up your 
sleeves? 


1917-1938 


Perhaps the first inkling I had of dietitians and 
physiotherapists came suddenly on my sailing in 
command of a base hospital for France. Remem- 
ber, the Mexican campaign was just over, and I 
knew a sick mule or a sore back or a spavin in 
a horse, but even though most of my years had 
been spent in surgery, I was somehow not much 
concerned with the problems of diet and stiffened 
limbs. On arriving in New York the spectacle of 
trimly uniformed young women who introduced 
themselves as reconstruction aides and who were 
to sail with our hospital unit to France, put a 
new leaf in our book of experience. In all more 
than one hundred women nurses, reconstruction 
and physiotherapy aides, and dietitians sailed with 
the unit under my command. There is no oppor- 
tunity here for me to detail the splendid service 
these women gave us, nor the many sacrifices 
they made. 


On return to the United States for duty in a 
general hospital in New York, many of our aides 
were a permanent part of our hospital personnel. 
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So, as the years passed on we all realized that we 
could never return to the old days of struggling 
along without the help of people trained in the 
science of dietetics and in physiotherapy. One 
of the last outposts of conservatism was con- 
quered, I think, in Hawaii in 1933. On my arrival 
in Honolulu to command the General Hospital 
there, it was evident at once that the cooking, 
mess management and dietetic care of patients 
was not up to the standard. The kitchen was 
ruled by a man cook, one of those fierce old war- 
riors who would spear a recruit with a toasting 
fork for venturing to complain. He had the mess 
sergeant bluffed, the mess officer kept out of his 
way, and I was in some terror of him myself. 
However, we asked the Surgeon General for a 
dietitian and got one, a mild, blond-haired girl 
who filled me with dismay, for the mess sergeant 
as much as said he would have none of her and 
her works. In the end she conquered them all by 
her courtesy and her efficiency and in a year we 
would not have dreamed of doing without a die- 
titian. The same was true of the physiotherapy 
department. It existed in name only, the appa- 
ratus was inferior, and a soldier was doing the 
work in an old ward according to his own ideas. 
We built a new physiotherapy ward, ordered new 
apparatus, the Army Medical Center sent us a 
physiotherapist, and in no time at all patients 
were asking for physiotherapy and our depart- 
ment was of established reputation. 


As you may know, the training school in die- 
tetics was organized at the Walter Reed Hospital 
in 1922 as a part of the Medical Department Pro- 
fessional Service Schools at the Center. Sad to 
relate the first class, consisting of two persons, 
was promptly obliterated, neither completing the 
course, as one married and one accepted a position 
elsewhere. However, the following year there 
were eight students, and the school was on a 
firmer foundation with a director of dietetics. 
The School has remained open ever since with the 
exception of the year 1934. There will be I think, 
151 graduates when you are added to the roll 
today. At present there are Army dietitians on 
duty at no less than twenty-six of our hospitals. 
Nearly one-third of the graduates are now serv- 
ing in Army institutions. A bachelor’s degree 
from a college or university is required and is a 
higher educational requirement than was insisted 
upon for admission to most of our medical schools 
thirty years ago. So numerous are the applica- 
tions for admission to this course that a rigid 
selection is made, and you may justly regard 
yourselves as “gems of purest ray serene” to 
quote from Gray’s Elegy. May you not like the 
flowers in the next line, “waste your sweetness on 
the desert air.” 
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In my work in the Army I have always found 
that the personal influence of the dietitian by 
contact with the sick in the hospital, and the 
manifestation of personal interest in the individ- 
ual patient, has had a tremendous influence in 
maintaining morale and preventing unjust crit- 
icism of the hospital messes, criticisms which 
often arise from a total lack of understanding on 
the part of patients as well as a lack of coopera- 
tion. 


In the same way the training course in physio- 
therapy, which covers a period of approximately 
one year, maintains a high educational standard, 
and applicants must also be graduates of a four- 
year college course with a major in physical edu- 
cation. In examining the schedule of subjects 
offered in the course, which includes anatomy, 
bacteriology, current events, hospital administra- 
tion, general medicine and surgery, mental dis- 
eases, orthopedics, physiology and roentgenology, 
besides subjects especially related to therapy as 
a profession, one is amazed at the broad field cov- 
ered in this course. Indeed, one who has not been 
actively identified with an Army hospital in recent 
years can hardly believe what he reads and sees. 


The mere recitation of the development of phy- 
sical reconstruction and vocational education since 
the World War, excluding all purely surgical 
measures, is a tremendous chapter in the history 
of Military Medicine. This actually began during 
the war in the latter part of 1917, with a memo- 
randum from General Gorgas to the Secretary of 
War, and is fully set forth in the Volume XIII 
of the Medical Department in the World War. All 
of us who worked in the general hospitals in the 
decade following the close of hostilities are con- 
scious of a great debt we owe to the courage and 
energy of the physiotherapists who demonstrated 
to us how our patients’ physical condition and 
their morale could be improved by the application 
of the principles with which you are all so 
familiar. 


This has been a rather fragmentary talk with 
some beginning and not much end, but it covers 
a good deal of ground, and I have tried not to 
draw too much on my imagination. You who are 
graduating today accept your status as a matter 
of course as you accept automobiles, airplanes, 
and electric cars. I remember when we had none 
of these, but just as I prefer not to get along 
without these adjuncts of our present civilization, 
so I shall always want to see dietitians and physio- 
therapists in our hospitals, for they fill a place as 
useful in its way as that of any of the other mem- 
bers of a hospital staff. 
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Employees’ Retirement Plan 


BRADFORD B. LOCKE 


gaged mainly in administering pension sys- 

tems for employees of the Protestant Episco- 
pal Church, including both the clergy and lay 
employees, none of whom come under the provi- 
sions of the Social Security Act. Inasmuch as the 
organizations which I represent are administered 
solely for the benefit of the Protestant Episcopal 
Church, the plan which we have worked out could 
be offered only to church organization, but our 
experience in this matter might be of value in 
consideration of the general question. 


1 HE organizations which I represent are en- 


The problem has many confusing and complex 
angles, but I will confine myself to a general dis- 
cussion of the main points which should be con- 
sidered. 


The problem is not essentially a new one. Hos- 
pitals, as well as the Church, have always had a 
moral responsibility toward their employees in 
respect to their old age. Lately, however, this 
whole question has been accentuated by the fact 
that the Social Security Act, in its present form, 
excludes certain classes of employees,—or, to put 
it perhaps more accurately, exempts certain types 
of organizations from the requirement to pay 
taxes under the Act. The Social Security Act con- 
tains no voluntary provisions. All of its provi- 
sions are mandatory. That is to say, organizations 
which are included must fulfill the requirements 
of the Act; and organizations which are excluded 
cannot pay taxes under the Act; even if they 
should wish to do so. The reasons back of the 
various exemptions are complex, somewhat in- 
tangible and may not be altogether apparent to 
those who have not had an opportunity to observe 
the course of this legislation. In my opinion, how- 
ever, the particular exemption clause with which 
we are concerned is, on the whole, a wise one. 


The exact wording of the exemption clause 
which concerns you is as follows: 


“Service performed in the employ of a cor- 
poration, community chest, fund, or foundation 
organized and operated exclusively for religious, 
charitable, scientific, literary, or educational pur- 
poses, or for the prevention of cruelty to children 
or animals, no part of the net earnings of which 
inures to the benefit of any private shareholder or 
individual.” 


Presented before the New Jersey Hospital Association con- 
vention, Jersey City, June 2, 1938. 
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Although in necessarily technical language, it 
is clear that churches and church organizations 
are exempt and I should assume that most hos- 
pitals, unless operated for private profit, are 
likewise exempt. From what I know about the 
hospital in Princeton, where I live, I think it is 
safe to say that operating a hospital at a profit, 
and at the same time doing a good job, is just one 
of those things which even the Collector of Inter- 
nal Revenue will admit cannot be done. 


Moral Responsibility of the Hospital Toward 
Its Employees 


There are thousands of men and women who 
are employed by the church and by hospitals or 
other similar organizations. Without them, the 
work could not possibly go forward effectively. 
The salaries of most of these employees, however, 
are necessarily on a modest basis and are hardly 
enough for the employees to lay much aside for 
the future. Even if that were not the case, your 
moral obligation would be no different. It is the 
generally accepted principle nowadays, which I 
believe to be thoroughly sound, that, with few 
exceptions, employment of any individual carries 
with it the responsibility not only to provide for 
that individual’s current support, to the extent 
that his or her services deserve compensation, but 
also a responsibility for a proportionate share of 
that individual’s future support in old age. This 
is important not only from the point of view of 
social justice but also in the interests of the organ- 
izations which employ these individuals. You all 
know of the difficulties which many organizations 
face in relation to employees who have reached an 
age when, for the good of the work, they should 
really retire and give way to those who are young- 
er, but for whom no retirement provision has 
been made. Such employees are often carried 
along beyond the time when they should retire, 
simply because the employer organization does 
not feel that it can provide a retirement allowance 
and also a salary for a new employee. The ques- 
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tion, therefore, should not be considered solely 
from the point of view of the employee. The 
organization itself will derive a substantial future 
benefit. 


Stated in broad terms, the general problem is 
as follows: You have in your employ thousands of 
individuals towards whose current support you 
contribute in return for their services. The time 
will inevitably come when, year by year, some of 
them will reach an age when they should retire, 
not only for their sake but also for the sake of the 
organizations which they serve. Assuming, as we 
must, that you recognize this moral responsibility 
towards these employees, we come to the question 
of method. 


I imagine that many organizations of the 
Church, and of a nature similar to hospitals, 
which have heretofore been faced with this prob- 
lem have, generally speaking, carried their em- 
ployees, possibly on a reduced salary, well beyond 
the age when, for the best interests of the work, 
their places should have been taken by younger 
people; or have retired them on some small bounty 
to be paid out of the current budget; or have 
simply done nothing about it at all. I imagine 
that very few have adopted any regular plan 
which could be counted on with any degree of cer- 
tainty. From the point of view of the employer 
organization, the whole thing has been thoroughly 
unsatisfactory ; and from the point of view of the 
employees, it has meant a precarious and uncer- 
tain future. 


Aside from the question of moral responsibility, 
upon which we all agree, there is also a very prac- 
tical consideration. Under the Social Security 
Act, individuals in secular employment are at least 
assured of some measure of support in old age, 
modest though it may be. But the Church, the 
hospitals, the educational institutions, and other 
organizations which do not come under the provi- 
sions of the Social Security Act need employees 
too; and of a class which is expected to be above 
the average in intelligence, in education, in train- 
ing, and in responsibility. Can we continue to 
secure the type of employee which we need if we 
say to them, “We offer you no more, possibly less, 
than you might earn in some other type of employ- 
ment, without opportunity for large personal 
gain; and, moreover, if you devote your life of 
service to us, you will have to provide for your 
own old age, because we have made no arrange- 
ments to do so for you”? I submit that, from a 
purely practical standpoint, this is going to pre- 
sent, as years go on, a serious problem to these 
institutions. Unless some adequate steps are 
taken to establish a reasonable retirement plan, 
I believe that churches, hospitals, and other insti- 
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tutions of a similar nature are going to find it 
increasingly difficult to secure the type of em- 
ployee which they need. 


Principle of Old Age Insurance 


There is no way of providing future retirement 
allowances except by paying for them. If you wait 
until the time comes in each case and then assume 
the obligation, you may suddenly find yourselves 
faced with a serious financial problem. The whole 
principle of insurance is a combination of spread- 
ing the cost over a period of years, taking advan- 
tage of the working of interest, availing your- 
selves of the principles of actuarial science, and 
joining together with others in a common risk 
which is too large for the individual to assume in 
any other way. No matter how you do it, how- 
ever, there is a cost involved which obviously can- 
not be avoided. But it can be made far less pain- 
ful by a regular plan which builds for the future. 


Group Pension System For the Clergy 


As some of you may know, the Protestant Epis- 
copal Church has, since 1917, been successfully 
operating a group pension system covering all of 
its clergy and their families. It was a pioneer in 
undertaking this on an actuarial reserve basis, 
and the success of the system has been one of the 
outstanding accomplishments of the Church. It 
has done this through the medium of a corpora- 
tion which was formed for that sole purpose, 
known as The Church Pension Fund, of which I 
have the honor of being a Trustee and the Execu- 
tive Vice-President. That organization cannot 
extend its benefits to the lay-workers of the 
Church because of the provisions of its special 
Charter, given to it by the State of New York. It 
operates, however, a wholly-owned subsidiary 
known as the Church Life Insurance Corporation, 
which it is also my responsibility to administer. 
The facilities of the Church Life Insurance Cor- 
poration are restricted to the clergy and the active 
lay-workers of the Episcopal Church and, there- 
fore, they are not available to the members of the 
New Jersey Hospital Association, except Christ 
Hospital and the Hospital of St. Barnabas. The 
plan which we have worked out, however, is one to 
which we have given a great deal of thought and, I 
am sure, can be closely matched, except as to cost, 
by most of the other life insurance companies. It 
is not a group plan because we found that, al- 
though a group plan is an ideal one in dealing with 
the clergy as a group, it is not, for various rea- 
sons, a feasible plan in relation to employees in 
general. The plan for the lay-employees which 
we have recommended to the Church, therefore, 
is based upon individual deferred annuities, 
worked out in such a manner that they can be 
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adapted to almost any situation except that of the 
employee who is already of advanced years and 
who is now approaching the age of retirement. 
There is no plan which will do much towards 
lightening the financial burden of having neg- 
lected to make any provision for him in the past. 


How the Plan Functions 


Briefly, the plan assumes that certain sums will 
be set aside each month, related in some reason- 
able manner to each employee’s salary, and that 
this money will be used to build up future annui- 
ties through the medium of premiums payable on 
definite contracts written in the name of each em- 
ployee. One of the points which we believe to be 
of the utmost importance is that this arrangement 
should be strictly contractual and that the con- 
tract should belong to the employee and not to the 
employer. 


It is further assumed that unless the employer 
organization feels that it should bear the whole 
cost itself, some equitable division will be made 
as to the respective shares of the cost between 
the employer and the employee. The plan does 
not require, nor do I feel justified in recom- 
mending, that the distribution of cost should 
be on any particular basis. The Social Security 
Act requires an equal division but that need not 
be a controlling factor in the operation of the plan 
which we recommend. 


Two Types of Contracts 


In order that the plan may be entirely elastic in 
its application to the needs of the individual em- 
ployer or employee, two types of contracts were 
adopted. One, known simply as the Deferred An- 
nuity Contract, provides only for a future an- 
nuity, without any return of any kind in the event 
that the employee dies before reaching the retire- 
ment age. The fact that there will be no payment 
under those circumstances makes it possible to 
guarantee a larger future income to those who 
survive. The other, known in our case as the Re- 
tirement Annuity Contract, not only provides 
for a stated annuity to begin on a specified date 
in the future, but also provides a death benefit, 
roughly equal to the premiums paid in, in the 
event that the employee dies before reaching the 
retirement date. Because of this additional fea- 
ture, the future income guaranteed by this type 
of contract after retirement naturally cannot be 
as large as under the other contract without any 
return of premium. 


The object of offering these two types of con- 
tract is to meet the needs of each particular 
problem. For instance, I should assume that the 
employer organizations would be mainly inter- 


36 


ested in the simple Deferred Annuity Contract, 


-without return, insofar as their share of the cost 


is concerned, on the theory that they are inter- 
ested solely in making provision for the future re- 
tirement of their employees on account of age and, 
therefore, they will want to provide the largest 
possible income. The employee, on the other 
hand, may have dependents and, if he is going to 
be required to share in the cost of the plan, he 
may want to feel that his premiums will not all be 
lost if he should die before reaching the retire- 
ment age. He may, therefore, be willing to accept 
a somewhat reduced future income for the sake 
of this additional protection in the meantime. So 
far as we are concerned, either contract can be 
issued, or a combination of the two. That is a 
question which each employer organization and 
its employees will have to decide according to their 
best judgment. 


In order to make the plan still more elastic, 
both contracts contain valuable option clauses. 
If, for instance, the contracts are written to ma- 
ture at age 65, or at any other specified age, one 
option provides that, under certain circumstances, 
this age can later be advanced down to age 55 or 
deferred up to age 70, the amount of the annuity 
to be adjusted accordingly. This arrangement will 
permit earlier retirement in those cases where 
it seems wise; or later retirement in the case of 
some employee whose services are particularly 
desired beyond the originally predetermined age. 
This option does not have to be exercised, how- 
ever, until the time comes. 


Another option will permit the employee, as he 
approaches the age of retirement, to request an 
adjusted annuity which will be guaranteed for a 
minimum period of ten years even though he 
might die before the end of that period. In that 
case, it would be continued to a named beneficiary 
for the balance of the guaranteed period, whereas 
if he does not exercise this option, it would cease 
absolutely upon death. This option might be valu- 
able if the employee has someone dependent upon 
him, whom he wants to protect for a certain num- 
ber of years. . 


Still another option will enable an employee, 
upon reaching the retirement age, to request that 
his annuity be converted on an adjusted basis into 
a Joint and Survivor Annuity covering his own 
life and that of his wife or some other member of 
his family, as long as either of them live. This 
option also might meet the needs of some particu- 
lar case. 


Effect of Termination of Employment Before 
Old Age Retirement 


The question arises, of course, as to what hap- 
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pens upon termination of employment before the 
retirement age. Inasmuch as these are individual 
contracts under our plan, this situation is handled 
fairly simply. You will remember that these con- 
tracts are written in the name of the employee and 
belong to him. If the employee takes up work with 
another organization which is exempt under the 
Social Security Act, I should assume that his new 
employer will then carry the contracts along with- 
out interruption. If, on the other hand, he takes 
up employment with some organization which 
comes under the Social Security Act, taxes will 
then become payable in his behalf in the usual 
way and he will receive corresponding credit un- 
der the Social Security Act. In that case, his fu- 
ture retirement income will come to him partly 
under these contracts and partly under the Social 
Security Act, according to the premiums or the 
taxes paid in each case. Or, if he wishes, he can 
himself carry the premiums along and thus build 
up a larger future income than would otherwise 
be the case. Inasmuch as the contracts under our 
plan have a non-forfeiture clause, he will always 
have a proportionate equity no matter what hap- 
pens in the future. 


Similarly, if the contracts are taken out upon 
the basis of each employee’s present salary, it will 
be a simple matter to adjust them for future in- 
creases in salary as they occur. In that case, it 
will only be necessary to apply for additional or 
supplementary contracts to reflect these increases 
in salary. The whole plan, as you can see, is very 
elastic and makes provision for almost every con- 
tingency. 


I have attempted briefly to give you a broad 
picture of the problem and to outline in general 
terms a plan upon the basis of which I believe it 





can be solved. It probably is not the only plan 
through which the problem can be attacked. It is, 
however, a reasonable plan and one which can be 
adapted to the peculiarities of the various individ- 
ual problems. 


Providing a Reasonable Retirement Plan 
For Old Age 


The question of providing some reasonable re- 
tirement plan for old age is one of the major 
problems of modern society. The main difficulty 
is the financial phase of the situation, particularly 
for institutions which operate on a budget and 
have to appeal to the public for funds. But no 
well-run hospital or other similar organization, 
with a large investment in plant and equipment, 
would attempt to operate without doing every- 
thing in its power to increase the efficiency of its 
mechanical equipment; nor without making ade- 
quate provision for depreciation, year by year. 
Why accept this principle in respect to your in- 
animate equipment and disregard it in respect to 
your animate and human equipment? What is 
more important than the esprit de corps and the 
efficiency of your human staff? And what affects 
it more seriously than the haunting fear of inse- 
curity for the future? The removal of that fear 
is an expense of operation as justifiable and im- 
portant as the current payroll itself. Your “hu- 
man equipment” is subject to depreciation as well 
as your bricks and mortar. The time will inevita- 
bly come when it will have to be replaced, piece by 
piece. I urge you to consider whether you can 
safely continue to neglect your obligation to your 
employees, to yourselves, and to the public,—an 
obligation which, in many cases, has been sadly 
neglected in the past. 





—<f>— 


The Chicago Medical Society Inaugurates Its Survey 


The Chicago Medical Society announces the in- 
auguration on June 15 of a comprehensive survey 
of the need and supply of medical care in Cook 
County as a part of the national survey being 
conducted by the Bureau of Medical Economics 
of the American Medical Association. 


The study is to be conducted by Dr. William 
H. Walsh of Chicago, consulting specialist on hos- 
pitals, under the auspices of the Committee on 
Medical Economics of the Chicago Medical So- 
ciety, of which Dr. Herman L. Kretschmer is 
chairman. 


The objective of this study is to determine as 
far as may be possible the available facilities for 
medical care and preventive medical services, and 
the prevailing needs and preferable procedures 
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for supplying any deficiencies encountered. It is 
anticipated that this study will result in closer 
coordination of the local diagnostic, curative, and 
preventive medical facilities; that it will make 
such services more readily available; it will dis- 
close means to eliminate duplication of time and 
effort and should tend toward the conservation of 
financial resources and personnel. 


Dr. Walsh will be assisted in this study by Dr. 
Neal N. Wood, formerly superintendent of the 
Los Angeles County Hospital, Los Angeles, Cali- 
fornia, and more recently of the Starling-Loving 
University Hospital, Columbus, Ohio, and a corps 
of investigators and statisticians. The cost of 
the survey will probably be in the neighborhood 
of $25,000. 
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Organization of Obstetrical Department from 


the Standpoint of Professional Control 


FREDERICK H. FALLS, M.D. 


gested in the title with relation to the large 

private hospital in the metropolitan center. 
With some modification the principles apply to 
the large charity hospitals and the smaller urban 
or rural institutions. 


[: these remarks I will discuss the problem sug- 


The relation of the organization of the obstetri- 
cal staff of a hospital to the hospital administra- 
tion is quite important for the smooth functioning 
of the obstetrical service. It is quite necessary 
for hospital administrative authorities to recog- 
nize that the problems embraced in the obstetrical 
division are more varied and require more spe- 
cialized knowledge in related fields than other 
major divisions of hospital service. For example 
it is obvious that the obstetrical service must be 
served by the operating room group in connec- 
tion with cesarean section, ectopic pregnancies, 
and laparotomies performed during pregnancy 
for complications, such as ovarian cysts, fibroids, 
appendicitis, intestinal obstruction, or ruptured 
uterus. The medical complications which may 
occur such as diabetes, pneumonia, Bright’s dis- 
ease, tuberculosis, syphilis, and gonorrhea make 
an intimate knowledge of the resources of the 
hospital for the care of these conditions and 
for proper isolation when necessary, indispens- 
able. 


Important Factors to Be Considered in Organizing 
the Obstetrical Department 


The management of the nursery with its at- 
tendant problems of diet preparation, infant 
feeding, the control of the infectious diseases 
among the newborn, and the supervision of the 
breast feedings with special management of the 
breasts in some cases, such as those needing 
pumping, massage, or treatment for acute in- 
fection, is another important field of activity. 


It is our opinion that the management of the 
newborn nursery should be under the general 
supervision of the obstetrician and that the pedi- 
atrician should be available for consultation. 


The management of the delivery room with its 
essentially surgical outlook is quite different 
from the management of the puerperal period 
which is essentially medical in character. 
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Another important difference between the ob- 
stetrical and other services of the general hos- 
pital is the relationship of the intern on obstetrics 
to the patient and to the staff. In no other serv- 
ice is the intern placed in a position of such re- 
sponsibility with so little preceeding training. 
A patient is admitted to the hospital in labor, 
having strong pains. The intern may have been 
on the obstetrical service for a week or less. He 
is expected to make a diagnosis and prognosis as 
to the presence or absence of true labor, whether 
or not the mother and baby are in good condi- 
tion, how far labor has advanced, and how long it 
will probably be before she is ready to be de- 
livered. This information must be relayed to 
the attending physician accurately, and any 
orders given must be intelligently executed. With 
the best of intentions interns are bound to make 
serious mistakes under these circumstances. Un- 
der conditions as they now exist in many general 
hospitals, physicians poorly equipped to do ob- 
stetrics often bring cases into the hospital and 
lean on the intern to direct them in the manage- 
ment of a case. The intern flattered by the recog- 
nition, and very anxious to get operative experi- 
ence may advocate unnecessary operative inter- 
ference, and will attempt the same in a bungling 
manner aided only by the incompetent practi- 
tioner. 


General surgeons well qualified to do abdominal 
surgery, but without the rudiments of obstetrical 
knowledge may assume the responsibility of the 
diagnosis and management of complicated ob- 
stetrical cases of their own or may, more fre- 
quently, be called in by an incompetent general 
practitioner to operate upon an obstetrical patient 
without having the ability to evaluate properly 
the obstetrical considerations entering into the 
case. 

A Definite Plan Necessary 


These are only some of the important factors 
entering into the situation which confronts the 
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hospital management in the organization of its 
obstetrical service. To meet these conditions, it 
is necessary to formulate a definite plan which 
may vary in detail in various hospitals according 
to the varying personnel available to build into 
the service. A tentative plan is herein outlined: 


1 There should be a chief of staff whose duty 
it should be to direct the policies of the depart- 
ment. He should (a) have specialized in ob- 
stetrics and gynecology, and have had an active 
practice for at least five years; (b) be a member 
of one of the national or regional obstetrical and 
gynecological societies; (c) be actively interested 
in maternal and child welfare; (d) be a diplomate 
of the American Board of Obstetrics; and (e) 
be an experienced clinician trained preferably as 
a gynecologist as well as an obstetrician.. 


2 The chief of staff should act as chairman of 
the department and should lead in the develop- 
ment of a satisfactory technique in the birthroom, 
nursery, wards, and operating rooms. 


3 Associate members of the obstetrical staff 
should be competent clinical obstetricians whose 
years of experience might be somewhat less than 
what would be expected of the head of the divi- 
sion. Their duties would consist in assisting the 
head of the department in formulating and car- 
rying out rules for the guidance of residents, 
interns and nurses, and for the proper conduct 
of the work of the department, such as providing 
and supervising adequate clinical records, clin- 
ical conferences, facilities for emergency trans- 
fusions, and participation in the general staff 
meetings. 


4 There should be a courtesy staff consisting 
of physicians for the most part without special 
training in obstetrics who make use of the hos- 
pital facilities to care for their obstetrical cases. 
These men form the backbone of the service in 
point of number of cases delivered. They should 
be made to feel that everything is being done to 
further their interests by providing the best pos- 
sible service for themselves and for their patients. 
It should be impressed upon them that serious 
obstetrical complications are beyond the skill of 
the average general man, and that it is no reflec- 
tion on their medical ability to insist on consulta- 
tion in all such cases. Herein lies one of the 
greatest difficulties in organizing the obstetrical 
staff. Resentment is sure to be aroused by the 
implication that these men, many of whom have 
been in practice many years, are not competent 
to manage their own obstetrical cases. Usually it 
is true that few maternal or infant deaths are 
directly chargeable to these men individually. It 
is only when the results of their work is viewed 


July, 1938 


collectively that sufficient numbers of pregnancies 
are involved to show the significance of their lack 
of diagnostic ability and skill in the manage- 
ment of obstetrical complications. 


Hospital conferences at which mistakes in judg- 
ment in certain complicated cases are discussed, 
in which they serve to point out to these men that 
by having consultation in complicated cases, in the 
long run, they benefit themselves through the 
better results obtained for their patients. 


5 The resident and intern staff must be care- 
fully supervised, especially at the beginning of 
their service in the obstetrical ward. They must 
be impressed with the seriousness of obstetrical 
complications and with the necessity of calling 
for assistance whenever they are in doubt. They 
should be included in all clinical conferences, and 
encouraged to present cases and to ask questions. 
They should be held strictly accountable for keep- 
ing adequate clinical records as an important part 
of their training. They should be allowed to do 
some operative work such as episiotomy and low 
forceps, but only under the direction of a trained 
associate. 


In hospitals where a resident service is main- 
tained, much of the responsibility otherwise 
placed on the intern naturally falls on the resi- 
dent’s shoulders. Since in most instances these 
men have chosen obstetrics as a specialty, they 
are as a rule unusually interested and dependable. 
They should be encouraged to assume responsibil- 
ity and give opportunity to develop operative 
skill under careful supervision after they have 
become thoroughly familiar with operative tech- 
nique through experience as first assistant at 
operations. They should be particularly stimu- 
lated to master the physiological principles and 
pathology of the various obstetrical complications 
handled. 


Where charity cases are cared for by the hos- 
pital, the delivery of such cases, if normal, should 
be in the hands of the interns and residents. Com- 
plicated cases are referred to the attending staff 
members and when operated upon the intern as- 
sists or does the operation, depending on the 
technical difficulty of the procedure. 


The closest relationship should be maintained 
between the medical and nursing staffs of the 
hospital. Nurses should be taught the strictest 
asepsis and the principles of surgical technique 
as it applies to the case of parturient women. 


Staff Meetings 


Frequent staff meetings, at least once a month, 
at which matters of policy of the department 
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could be brought before the doctors and nurses 


of the staff for thorough discussion and adaption. - 


The chief of staff should be made largely re- 
sponsible for the selection of his associates, resi- 
dents, interns, and nursing supervisors. Rules 
governing the management of the department, 
the visitors, and visiting hours are his responsi- 


bility. The relation between the obstetrical de- 
partment and other hospital departments and 
the hospital management are an important part 
of his duty. The job demands tact, executive 
ability, teaching ability, clinical skill, judgment, 
and cooperativeness. Obstetricians with all of 
these qualifications are valuable assets to an 
institution. 
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Uniforms 


The changing socio-economic problems of the 
last few years have brought new financial prob- 
lems to the hospital as well as to commerce and 
industry. One of the most serious problems as it 
affects the hospital is that of labor cost. The pay- 
roll already takes half of the hospital dollar and 
about half of that cost is for non-professional 
services in which the hospital is in direct compe- 
tition with commerce and industry for its labor. 


The most effective way to offset these rising 
wage levels is to increase the effectiveness of 
the individual employee and thereby decrease the 
number of employees required. With so large a 
number of employees receiving maintenance in 
some degree, as well as other perquisites, an in- 
crease of ten per cent in the effectiveness in any 
group will more than offset a ten per cent increase 
in the wage level. 


The basic distinction between an army and a 
mob is its discipline, and the uniform is the visible 
symbol of that discipline and training which gives 
the army its effectiveness. Sound discipline is not 
founded on fear and force but is a product of 
morale and esprit de corps. Men will accomplish 
for the “honor of the uniform” tasks they would 
not even attempt without such inspiration. Little 
can be gained by a discipline of subservience but 
much can be gained by a fidelity to duty based on 
esprit de corps and loyalty to the cause they 
serve. All this has a very proper and direct appli- 
cation to the management of personnel in the 
hospital. 


The best organized force in the hospital is the 
nursing force and no one who has dealt with 
nurses can fail to note the pride in the uniform, 
the inspiration of the cap, the pride of the band 
or chevron, or the dignity and poise of the white. 


The lay employee has a similar psychology, the 
same pride and ambitions within his limitations, 
and the same possibilities of increased effective- 
ness which can be realized if inspired by the right 
motives. A long step in the development of morale 
and the consequent increase in effectiveness can 
be a well-considered plan of uniforming all em- 
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ployees, particularly those whose duties may bring 
them in contact in any slightest degree with pa- 
tients, friends, or the general public. 


Uniforms should be furnished and laundered by 
the hospital in order to insure uniformity, neat- 
ness, and adaptability. 


Color, cut, and quality of material all enter into 
the question. Color can well be standardized by 
departments, and variation in cut or trimming 
serve to make such distinctions as needed. White 
is the time-honored color for those having direct 
contact with bedside care; cool greens are suit- 
able to the dietary department, except for the 
dietitians’ and chefs’ traditional white; some 
shade of gray or brown for the housekeep- 
ing department; gray or tan for the laboratory 
workers, and some shade of blue or pink for cleri- 
cal workers. The exact shades chosen should be 
on the bright and cheerful rather than on the 
somber and depressing side. 


In cut, the lower the rank of the employee the 
simpler should be the pattern. Since these are to 
a great extent manual workers, this must be taken 
into consideration. Since the hospital must do 
the laundering it is important that all uniforms 
be so designed as to finish with a minimum of 
labor; i. e., designed for press rather than hand 
ironing. 


Another phase of uniforming is that it helps 
to simplify employees’ contact with the public. 
Visitors and patients alike not only recognize the 
fact that the administration is giving careful 
thought to the selection and management of per- 
sonnel, but soon learn to distinguish departments ; 
at least to the extent of not asking a cleaner some 
question about the patient’s condition or any of 
the many other questions to which an inept an- 
swer or profession of ignorance is liable to jangle 
the nerves of the already overwrought inquirer. 


Employees accept uniforming gracefully as it 
not only instills a new pride in them, but at the 
same time effects a material saving in the wear 
and tear on their personal wardrobe. 
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Practical Standards of Medical Service in 






Small Hospitals 


A. M. McCARTHY, M.D., Electric Mills, Mississippi 


instituted by the American College of Sur- 

geons twenty years ago. Minimum standards 
were established, which have not been changed. 
In 1918, 12.2 per cent of all hospitals surveyed 
met these requirements, while in 1936, 72.2 per 
cent of all hospitals surveyed, were approved. 
These data concerning the standardization of hos- 
pitals in general are mighty encouraging. But 
when we examine these statistics with reference 
to the hospitals grouped according to size, we find 
that hospitals of one hundred and more beds are 
94.2 per cent approved; hospitals of fifty to 
ninety-nine beds are 67.5 per cent approved, and 
hospitals of twenty-five to forty-nine beds, only 
29 per cent are approved. From this analysis it 
is evident that the small hospitals are delinquent 
in following the modern trend either through in- 
ability to meet the requirements or through lack 
of effort. From my own experience I have found 
that both factors are largely to blame. 


Tins movement to standardize hospitals was 


The Mississippi Hospital Association Survey 


In 1934 the Mississippi State Hospital Asso- 
ciation initiated a movement to standardize its 
member hospitals, 84 per cent of which were un- 
der 50 bed capacity. The following minimum 
standards were proposed: 


“1 That all hospitals shall have modern and 
efficient buildings which are separate and apart 
from any other building and operated solely for 
hospital purposes. Physicians and surgeons priv- 
ileged to practice in the member hospital shall be 
organized as a definite group or staff; the word 
“staff” to include all doctors who practice in the 
hospital. 


“2 That membership upon the staff be re- 
stricted to physicians and surgeons who are (a) 
full graduates of medicine in this state, and mem- 
bers of their respective county medical societies 
and of the Mississippi State Medical Association ; 
(b) competent in their respective fields; (c) 
worthy in character and in matters of profes- 
sional ethics; that in this latter connection the 
practice of the division of fees, under any guise 
whatever, be prohibited. 


“3 That the staff initiate and, with the ap- 
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proval of the governing board of the hospital, 
adopt rules, regulations, and policies governing 
the professional work of the hospital; that all 
doctors read and sign the rules and regulations 
upon election to the staff; that these rules, regula- 
tions, and policies specifically provide: (a) That 
staff meetings be held at least once each month; 
(b) That the staff review and analyze at the 
monthly staff meetings, their clinical experiences 
in the various departments of the hospital, such 
as medicine, surgery, obstetrics, and the other 
specialties; the clinical records of patients, fee 
and pay, to be the basis for such review and 
analysis. 


“4 That accurate and complete records be 
written for all patients and filed in an accessible 
manner in the hospital—a case record to include 
at least identification data; complaint; personal 
and family history; history of present illness; 
physical examination; special examinations, such 
as consultations, clinical laboratory, x-ray and 
other examinations; provisional or working di- 
agnosis; medical and surgical treatment; gross 
pathological findings; microscopic pathological 
findings when indicated and possible; progress 
notes; final diagnosis; condition on discharge; 
and, in case of death, necropsy findings when pos- 
sible to obtain. 


“5 That diagnostic and therapeutic facilities 
under competent supervision be available for the 
study, diagnosis, and treatment of patients, these 
to include at least (a) clinical laboratory and (b) 
an x-ray department.” 


You will note that these minimum standards 
follow in a general way the minimum standards 
set by the American College of Surgeons with 
the exception that they were modified to make it 
possible for all our hospitals to live up to them. 
The most conspicuous change, did not require 
that microscopic pathological reports be made on 
all tissues. The proposed standards were freely 
discussed in the general assembly of our annual 
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session, all agreed that they were within reach 
of all present members, and they were unani- 
mously adopted. Yet, after two years only 12 
out of 56 members, 21.5 per cent, had submitted 
sufficient evidence for certification. During the 
spring of 1936 (2 years later) the Mississippi 
State Hospital Association sponsored a legisla- 
tive program which appropriated a half million 
dollars of state funds each biennium for the ex- 
tension of state aid to community hospitals for 
the care of the indigent sick. The State Hospital 
Commission which was set up to administer this 
fund adopted our minimum standards as the 
necessary requirements for all hospitals that were 
to participate in its benefits. At our next annual 
meeting (10 months later) 46 of the 56 members 
(82 per cent) had received their certificates of 
approval and the majority of the other 10 were in 
the process of construction and reorganization, 
the completion of which, would enable them to 
qualify. I relate this episode only to qualify my 
statement that lack of effort is often the real 
cause of the small hospital not meeting the min- 
imum requirements of standardization. 


Advantages to Hospitals on the Approved List 


In this particular instance we had the impelling 
stimulus of financial support which produced very 
gratifying results. But apart from this what 
are some of the other advantages in having a 
hospital on the Approved List? A few may be 
summarized as follows: 


1 To the Patient: The patient is assured effi- 
cient care through better medical staff organiza- 
tion, competent personnel, and adequate diag- 
nostic and therapeutic facilities. The writing of 
medical records, the regular review and analysis 
of the clinical work, and many other procedures 
of detail and precision assure a more accurate 
diagnosis and efficient treatment for the patient. 
All this means speeding up treatment and short- 
ening the number days’ stay in the hospital, re- 
ducing complications, and what is more impor- 
tant, lowering the mortality rate. This is desir- 
able for the patient’s future comfort and health 
and is beneficial as well to his economic status. 


2 To the Physician: The approved hospital 
provides the physician with a proper environment 
in which to work. He has not only the necessary 
facilities at his disposal, but also a well trained 
staff to assist him. Through recording the his- 
tory of his patient, proper use of the diagnostic 
and therapeutic facilities, the medical staff con- 
ference, and other features made available in 
the approved hospital, the physician is able to 
give better care to his patient, and, in addition, 
because of organized and systematized efforts, he 
is constantly improving his armamentarium of 
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scientific knowledge. And, finally, his own pro- 
- fessional status is improved by being a member 
of the medical staff of an approved hospital. 


3 To the Hospital: The hospital finds it an 
advantage administratively, socially, and econom- 
ically to be a standardized institution. Stand- 
ardization means a more complete and efficiently 
functioning organization as a whole. The Min- 
imum Standard provides the hospital with funda- 
mental principles pertaining to the best plan for 
assuring good professional care to patients. The 
carrying out of these principles gives better as- 
surance that the administration is functioning 
in a manner which best fulfills its purpose. Ex- 
perience has shown that the minimum require- 
ments benefit the hospital by increasing the con- 
fidence of the community in the institution as 
a place in which scientific treatment may be re- 
ceived. 


4 To the Community: In almost all instances, 
the community is directly or indirectly interested 
in its hospitals. Indeed, every community should 
have a certain amount of pride in its institutions 
caring for the sick. The fact that they are liv- 
ing up to acknowledged and accepted standards 
of professional organization and service should 
be a source of confidence and pride to the com- 
munity. Indeed, many: people requiring hospital- 
ization today seek the approved hospital knowing 
that it is organized so as to give adequate care 
and efficient service to the sick and injured. 


Survey Corroborated the Findings of the 
American College of Surgeons 


Our survey corroborated the findings of the 
American College of Surgeons and revealed that 
the usual deficiencies of the small hospital are 
especially related to matters of medical staff or- 
ganization, staff meetings, medical records, and 
the proper supervision of the various clinical de- 
partments, particularly the clinical laboratory 
and x-ray departments. 


Lack of Staff Organization 


It is surprising how many small hospitals do 
not have any medical staff organization in spite 
of the fact that it is easily accomplished and ex- 
perience has proved beyond a doubt that organ- 
ized effort in conducting the medical work of any 
hospital is absolutely essential regardless of how 
limited the number of physicians privileged to 
practice in the hospital may be. Where there 
are even as few as three or four physicians, med- 
ical staff organization may exist in its simplest 
form—an undifferentiated group. Provision 
should be made for the periodic election of of- 
ficers who function in an executive capacity in 
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all matters pertaining to the medical work of 
the hospital. This type of medical staff organ- 
ization usually applies to the small privately 
owned hospital, to the specialized sanitarium, or 
to the institution owned by an industrial corpo- 
ration, the medical staff of which is employed 
on a full time or part time basis, and the organ- 
ization of which is simple yet essential to the 
‘proper conduct of the medical work. 


In the small community or church hospital 
privileges are usually extended to a group of 
physicians practicing locally, and sometimes to 
an additional number from the surrounding com- 
munities who refer or occasionally care for pa- 
tients in the hospital. There are also consultants 
from nearby cities who are called more or less 
regularly. It has been found advisable under 
these circumstances to divide the medical staff 
into groups; but every physician admitted to the 
hospital should be qualified for membership on 
the medical staff and assigned annually to one 
of the groups which the governing board may 
designate. These groups may include: 


1 Honorary or consulting medical staff 
2 Attending or active medical staff 
3 Associate or courtesy medical staff 


Here again, officers are elected annually, and 
the executive committee assumes supervision of 
the clinical work and acts in an advisory capacity 
in so far as medical matters are concerned. This 
type of medical staff organization is acceptable 
when the majority of its members are in general 
practice. 


Qualifications and Appointment to the 
Medical Staff 


It is needless to elaborate upon the principle 
which requires that membership on the medical 
staff of all approved hospitals be restricted to 
competent, experienced, ethical physicians and 
surgeons. Each physician should submit his qual- 
ifications in a written application, and these 
should be investigated by a committee of the med- 
ical staff which should report to the medical staff 
as a whole with recommendations. When passed 
by the medical staff, the applicant is recommended 
to the governing board for membership in one of 
the medical staff divisions. It is considered ad- 
visable to extend hospital privileges for one year 
only, with the understanding that if the appli- 
cant’s work and conduct have been satisfactory, 
further extension of privileges will be granted. 
This method saves the hospital embarrassment 
when occasionally mistakes occur in granting 
privileges to unworthy physicians. 


The American College of Surgeons has taken 
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a firm stand against the practice of division of 
fees in any manner whatsoever in the approved 
hospital. For obvious reasons each physician 
privileged to practice in the small approved hos- 
pital should be required individually to sign a 
pledge against this pernicious practice. 


By-Laws, Rules, and Regulations 


The first step in the organization of a medical 
staff is to formulate complete by-laws, rules, and 
regulations which set forth the type of organ- 
ization and the duties, responsibilities, and pro- 
cedures. They should be approved by the med- 
ical staff, signed by the chairman and secretary, 
and submitted to the governing board of the hos- 
pital for adoption. Since the governing board 
is responsible for the conduct of the hospital in 
all its activities, the by-laws, rules, and regula- 
tions should be officially adopted and attested by 
the signatures of the chairman and secretary of 
this board. Finally, the signatures of all mem- 
bers of the medical staff should be attached as 
evidence of good faith and of agreement to abide 
by the provisions adopted. Each hospital is ex- 
pected to use its initiative in involving rules 
which are applicable to its own needs. The 
American College of Surgeons has formulated, 
and recommends the adoption of certain funda- 
mental principles which should be included in all 
medical staff by-laws, rules, and regulations. For 
these suggestions reference is made to Adden- 
dum I, pages 72 to 86 of the Manual of Hospital 
Standardization by the American College of 
Surgeons. 


Medical Staff Conferences 


One of the major requirements of the approved 
hospital is that medical staff conferences be held 
at least once each month. This requirement may 
easily be met by the small hospital, for every in- 
stitution caring for the sick and injured has a 
proportionate amount of interesting clinical ma- 
terial. The properly conducted medical staff con- 
ference not only provides for a thorough review 
and analysis of the clinical work done in the in- 
stitution, but constitutes more or less a post- 
gaduate course in medicine. Every physician, 
regardless of his medical education, his training 
as an intern, and even his postgraduate study, 
must continue to supplant and supplement his 
fund of medical knowledge. In many instances 
physicians practicing in the small communities 
have little opportunity for postgraduate study in 
the large, sometimes distant, medical centers be- 
cause of time required and expense involved, but 
the medical staff conference can fulfill to a con- 
siderable degree this need for postgraduate edu- 
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cation. Accurate minutes of all medical staff con- 
ferences should be prepared by the secretary of 
the medical staff; these should include not only 
the attendance record and reports of the various 
committees, but complete abstracts of all clinical 
cases should be presented and discussed. 


Medical Records 


Every hospital large or small requires com- 
plete and acceptable medical records. In the small 
hospital without interns or residents this is usu- 
ally a major problem because the medical records 
may have to be written by the staff physicians 
themselves, who frequently fail to realize their 
responsibility in these matters. I have tried to 
solve my own problem by training an unusually 
adaptable graduate nurse to write an acceptable 
history on the majority of our patients. She 
accomplishes this in addition to her duties as 
operating room supervisor. In addition our hos- 
pital provides an office secretary, capable of tak- 
ing medical dictation, who accompanies the at- 
tending physicians on their rounds. She takes 
stenographic notes of physical examinations, prog- 
ress, and of surgical procedures. She also acts 
as record librarian, insisting that every record 
is checked by the attending physician or surgeon 
before it is filed. Failures in this respect are re- 
ported at the monthly staff conferences. There 
are always a few patients who hesitate to divulge 
confidential information and demand the attend- 
ing physician’s personal attention in recording 
the history. 


Medical records should be accessibly filed in a 
conveniently located record room, and should be 
regarded as the permanent property of the hos- 
pital, to be released only on order of the attend- 
ing physician, with the patient’s consent, or by 
order of a court. Numerical filing, either by 
admission of discharge number, is the most com- 
mon method of filing medical records in hospitals 
at the present time. A complete cross-index sys- 
tem which will include separate indexes for pa- 
tient, disease, operation; and physician, may 
easily be provided, and to insure a uniform classi- 
fication, an acceptable nomenclature of disease 
should be adopted. This latter, and all of the 
required material for a cross-index system, are 
inexpensive, and it has been found that an ade- 
quate, simple cross-index and filing system may 
be maintained by a part time records librarian 
devoting only a few hours each week to this work. 
The maintenance of a complete medical records 
department will then enable the medical staff 
properly to review, analyze, and evaluate collec- 
tively the clinical work done in the institution, 
and to use the medical records for scientific re- 
search. 
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Clinical Laboratory 


In my opinion every hospital worthy of the 
name should provide an adequate clinical labora- 
tory service. The small hospital should maintain 
a practical clinical laboratory where the essential 
examinations immediately necessary in assisting 
the clinician in making or confirming his diag- 
nosis, may be made. These examinations should 
include, at least, urinalysis; blood counts (both 
white and red); blood smear examinations (dif- 
ferential counts and malaria); hemoglobin de- 
terminations; coagulation time; blood typing; 
spinal fluid cell counts; bacteriological examina- 
tions of throats, sputums, exudates, pneumococcic 
typing; and gastric analysis. It is preferable 
that some blood chemistry and basal metabo- 
lisms be done, too, if competent technical service 
is provided. The more elaborate examinations, 
such as tissue pathology, blood culture, Wasser- 
mann’s, Vidal’s, and other special procedures 
may be done by affiliation with a larger labora- 
tory in a near by hospital or city. However, 
contact with the larger laboratory should always 
be made by the hospital management rather than 
by the individual physician, for it is only in this 
way that reports of examinations made will find 
their way to the patient’s medical record and 
hospital files. 


In the small hospital some difficulty may be 


experienced in providing supervision and com- 
petent technical personnel for the clinical lab- 
oratory. Each hospital offers an individual prob- 
lem which in most instances can readily be worked 
out. The laboratory technicians of small hos- 
pitals need to be especially competent because 
of the lack of supervision and I would strongly 
recommend only those endorsed by the American 
Society of Clinical Pathologists. Frequently one 
technician can be trained to handle the technical 
work of both the clinical laboratory and x-ray 
departments. In my own experience this has 
proved satisfactory. It is desirable, if at all 
possible, for the small hospital to have the part 
time services of a well trained clinical patholo- 
gist. This is the problem that vitally concerns 
the standardization section of the Mississippi 
State Hospital Association at the present time. 
We feel that we can have approximately one 
hundred per cent of our member hospitals ap- 
proved by The American College of Surgeons 
when we can work out a plan whereby all our 
hospitals can secure, at a moderate cost, routine 
microscopical findings on all their pathological 
reports. I can visualize a plan through which a 
clinical pathologist will serve several hospitals 
in the same geographical area. To be more spe- 
cific, in my own locality there are nine small hos- 
pitals within a distance of ninety miles and all on 
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a paved highway. I would estimate their com- 
bined daily average bed occupancy to be at least 
175 patients. Surely this group can support a 
clinical pathologist. If each hospital maintains 
a competent technician, the pathologist can make 
his rounds once or twice a month and assure ade- 
quate supervision and complete laboratory rec- 
ords with only a nominal cost to each. 


X-ray Department 


Every small hospital should maintain sufficient 
equipment for radiographic and fluoroscopic x-ray 
work. If the hospital is so located that it can 
affiliate with a well equipped x-ray department, 
a portable x-ray unit for an emergency service, 
particularly for the non-ambulatory patient, may 
be all that is required. Competent supervision 
of the technical personnel is also essential in the 
x-ray department and a part time radiologist who 
will periodically visit the hospital and make the 
necessary interpretations of x-ray films is to be 
preferred. In my opinion, he is not as urgently 
and generally needed in small hospitals as the 
clinical pathologist because, more often, some 
member of the medical staff has enough training 
and special interest in radiology to be assigned 
to supervise this service. 


A written report of the interpretation of all 





x-ray films and treatments should be properly 
signed by the radiologist and retained in the files 
of the department, reports being cross-indexed 
according to the pathology described. A dupli- 
cate of all x-ray reports should be attached to 
the patient’s chart to become a permanent part 
of the medical record. , Adequate provision is 
essential for the filing and storage of x-ray films, 
where it is generally agreed that they should re- 
main as the permanent property of the hospital. 
Fireproof vaults are not necessary where safety 
films are used. Roentgenograms should be re- 
garded as part of the patient’s hospital record and 
should not be removed from the hospital unless 
subpoenaed by a court and accompanied by an au- 
thorized representative of the hospital. 


Conclusions 


In my opinion the Universal Minimum Stand- 
ards as advocated by the American College of 
Surgeons are practical enough to be the ultimate 
goal of all small hospitals. ° However, I believe, 
as an intermediate step, State Hospital Associa- 
tions that have a large number of small hospitals 
as members, should assist in elevating the effi- 
ciency of the whole group by establishing mini- 
mum standards that are more easily reached, and 
then by gradually elevating these standards carry 
the whole group to their ultimate goal. 





Minnesota Association of Hospital, Medical and 
Institution Librarians is two years old and has 61 
members. During the past year the librarians of 
this organization served with books and periodi- 
cals 3,402 doctors, medical students, dentists, and 
dental students; 6,055 hospital personnel; and 
4,612 hospital patients. A questionnaire recently 
sent to all hospitals of 50 beds or more in the 
state, brings the report that there are 3,148 
patients without a library service, 1,328 doctors 
and hospital personnel without books and periodi- 
cals. Generally speaking, the patients library is 
inadequately supported. 


Any program of patients care naturally begins 
with excellent medical and nursing care. In addi- 


tion to that we must safeguard him in every way. 


physically and mentally. His day in the hospital 
should approach the day of a normal person as 
nearly as possible under the circumstances. 


Bibliotherapy means the treatment of a patient 
through selective reading. Books, like medicine, 
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Why a Hospital Library? 






have a definite effect on the physical, mental, and 
moral welfare of those who are unfortunately 
handicapped by illness. 


Nursing on the whole is a serious business, 
filled with serious human problems and monoto- 
nous time consuming routine, and it should not 
be the responsibility of the nurses to plan the 
beneficial way for the patient to utilize leisure 
hours. It is here that the service of the trained 
hospital librarian should be emphasized. A proper 
reading program will help counteract dangerous 
mental reactions often resulting from the inevi- 
table isolation due to long periods of hospitaliza- 
tion. 


A shoddy, untidy bundle of unsuitable books 
handed out by a busy orderly does not com- 
prise a hospital library service. If the hospital 
library is to benefit the patients it must be con- 
sidered a therapy and be in the hands of a trained 
librarian. 

Marie Pavey Foley 
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Meeting Our Challenge—United Front 
Against Disease 


JOHN P. KOEHLER, M.D. 


history of our country, it behooves us to 

open our hearts and minds to the realities of 
life. The mere fact that a great many people 
are satisfied with the status quo, is no guarantee 
that certain immutable natural laws will stage 
a sit-down strike. 


T ristors more than at any other time in the 


It may be all right for some of us to feel that 
we are just as good as ever, in spite of our years, 
but that does not indicate that everything else is 
at a standstill. The world moves, and so does 
everything within it. 


Just as natural laws operate continuously to 
bring about changes in the physical world, like- 
wise economic, social, and moral laws operate 
slowly but surely to force changes in our social 
structure. 


Attempting to keep conditions as they are is 
about as impossible as stopping time itself. The 
only question to be answered is: Shall we adjust 
ourselves gradually to an evolutionary change 
or shall we shut our eyes, grit our teeth, and 
clench our fist until we are swept aside by a flood 
of accumulated and overdue changes in the form 
of a revolution? While it is true that revolution- 
ary changes can at least be postponed, through 
powerful organized effort, yet history shows that 
such an undertaking is both dangerous and un- 
certain. 


Developing New and Better System From 
the Old 


It is obvious that if changes are inescapable 
in our political, economic, social, and medical sys- 
tems, it is much better for all concerned, if those 
who were most successful with the old system, 
would help develop a new and better system. Such 
an intelligent cooperative development can only be 
successful if started before revolutionary forces 
have had sufficient time to get into action. 


At this point, most of you will be tempted to 
say: “Well, granting what you say is true, haven’t 
the medical, nursing, hospital, and public health 
organizations, met the challenge of the changing 
times? Haven’t the great professions engaged in 
the prevention and treatment of disease, done a 
great deal to meet the health needs of the peo- 
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ple?” In all fairness to those engaged in the 
prevention and treatment of disease, it must be 
admitted that they have always contributed gen- 
erously toward the alleviation of human suffering. 


I know from my own knowledge and experience 
over a period of many years as a layman, fellow 
practitioner, and public health official, that very 
few physicians and hospitals refuse free medical 
or hospital care to the deserving and underprivi- 
leged sick. I should like to have it understood 
that if I do not agree with some that our present 
system of medical service is perfect, it does not 
necessarily follow that I am blaming the physi- 
cians or hospitals for its imperfections. 


Expressing Honest Convictions 


I know that Milwaukee, in spite of its many 
achievements in the field of preventive medicine 
still has many gaps in its public health program, 
but that is no reason why the Health Commis- 
sioner should be blamed for such health deficien- 
cies. All of us who are engaged in the prevention 
and treatment of disease must not be too cowardly 
to listen to the fellow who does not always agree 
with us. 


If the time ever comes when neither a health 
officer nor a private physician can express his 
honest conviction without endangering his bread 
and butter, then our great organization has de- 
generated from a noble profession to just another 
selfish political and economic group. 


In Milwaukee the County Medical Society, the 
Hospital Association, and the City Health De- 
partment have been successful in developing an 
effective cooperative public health program by 
discussing their mutual problems frankly and 
honestly. If we ever should have a meeting with- 
out a certain amount of disagreement, we would 
become worried and suspect each other of sabot- 
age, espionage, or something else equally bad. 
Only last week I met with a very important com- 
mittee of our County Medical Society to discuss 
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a new cooperative public health activity. As 
usual these days, we digressed into a discussion 
of socialized medicine. 


After I had presented my arguments in favor 
of more socialized medicine, and the committee 
members their side in favor of less socialized 
medicine, we ended up by agreeing that none of 
us wanted 100 per cent socialized medicine and 
all of us agreed that some socialized medicine 
was necessary. Now, all we have to do at our 
next meeting is to determine the percentage of 
socialized medicine necessary in Wisconsin to take 
care of the health needs of our people. 


Prime Objective of All Groups 


The point I wish to make here is that organ- 
ized medicine fears that public health officials 
are in favor of one hundred per cent socialized 
medicine, while on the other hand, health officials 
are frequently inclined to believe that private 
physicians are against all kinds and all degrees 
of socialized medicine, when as a matter of fact, 
both groups want only what is necessary to pre- 
vent unnecessary illness, suffering, and loss of 
life. 


Obviously, having the same objectives, we 
should find it possible to agree upon the most ef- 
fective methods for the attainment of such ob- 
jectives if we are honest with each other and 
ourselves. Before discussing any kind of a pro- 
gram for the care of the sick, we must know 
something of their needs. The first part of my 
subject: “Meeting Our Challenge” implies that 
their is a job for us to do. It is difficult for 
anyone to maintain that nothing more can be done 
to further improve the health of those depending 
upon us for guidance and protection. 


Pertinent Questions Confronting the Health 
Office and the Hospital 


What are some of the health needs in our com- 
munity, our state, and our nation that challenge 
our wisdom, honesty, and vision today more than 
ever before? Who can say that preventive meas- 
ures for the control of communicable disease are 
used as extensively as they should be? What 
about the high cancer death rate and its annual 
increase? 


Why should we continue to have one oi the 
highest maternal death rates among civilized 
nations? Is it necessary to have more babies die 
before and within one week after birth, than die 
during the remainder of the year? Perhaps not 
much can be done to reduce the colossal loss of 
life annually from heart disease, arterior sclero- 
sis, nephritis, and other degenerative diseases, 
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but that is no excuse for a laissez-faire attitude? 
Are all pneumonia patients receiving the best 
possible treatment since the introduction of pneu- 
monia sera and typing? 


Is it necessary to have as many appendicitis 
deaths as we are having? Are diabetics able to 
obtain the best medical and dietetic treatment? 
If iodized salt or sodium iodide tablets will pre- 
vent goitre, why is it necessary to have so many 
goitre operations? 


Do most people suffering from hernias, hemor- 
rhoids, infected tonsils, and other easily correct- 
ible physical handicaps do so because they wish 
to or because they must, due to lack of funds? 


Regardless of whether we fully agree or not 
with the many voluminous reports issued on the 
care of the sick, we must admit that there are 
many people suffering from inadequate medical, 
hospital, and nursing service, and many others 
denying themselves the necessities of life, in 
order to meet the high cost of a catastrophic 
illness. 


Doctors, nurses, and hospitals cannot be blamed 
for catastrophic illness, neither can they be ex- 
pected to continue to bear more than their share 
of the cost of such illness, but they should be ex- 
pected to develop an intelligent and conscientious 
program for the care of the underprivileged sick. 


United Front Against Disease 


You may not agree with many of my state- 
ments, but I am thankful that we are living in a 
country where people can still disagree without 
being in danger of being liquidated. Let us begin 
with the discussion of communicable disease con- 
trol. Since health officers are held morally and 
legally responsible for the control of communic- 
able disease, they should not be denied the pre- 
rogative of determining their own control meas- 
ures. A health officer should be just as much of 
an expert in the field of public health, as many 
of you are in the field of internal medicine, sur- 
gery, dentistry, nursing, or hospital administra- 
tion. 


I am willing to admit that not all health of- 
ficers are sufficiently trained and experienced to 
qualify as specialists in public health, but that 
alone should not disqualify health officers as par- 
ticipants in the development of a cooperative pub- 
lic health program. I do not wish to imply that 
because a health officer is especially qualified and 
legally responsible for the control of communic- 
able disease, that he or his associates should do 
all of the preventive work. Such a position would 
be preposterous. In the first place, we know that 
it is impossible to establish a dividing line be- 
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tween preventive and curative medicine; sec- 
ondly, no health officer can hope to take care of 
even a small part of a community’s public health 
needs, without the active participation of the 
medical, dental, nursing, and hospital profession. 
I do believe, however, that health officers should 
insist that all public health activities be planned 
on a basis of economy and efficiency. By that I 
mean, doing what is best for the greatest number 
of people, for the longest time, and at the lowest 
cost. Just how this can best be done, may vary 
in different communities. 


The health officer and organized medicine in 
one city may agree that all vaccination against 
smallpox, tuberculin testing for tuberculosis, and 
immunization against diphtheria, should be done 
by private physicians at a fixed fee, to be paid 
by either the patient or the Health Department. 
Such a program may be feasible in some com- 
munities, but not necessarily in all. In Milwaukee 
we employ physicians on a salary basis and be- 
lieve that the taxpayer receives more for his 
money than he would if a physician were paid on 
a piece-work basis. 


I am inclined to believe that when a physician 
is employed on a monthly salary by a health de- 
partment, he is no more engaged in the practice 
of socialized medicine than he would be if he 
were paid a flat fee by the Health Department 
for each preventive treatment given. Every ef- 
fort should be made to induce people well able 
to pay, to go to private physicians for preventive 
health services, but at the same time a health 
officer must not forget that he cannot shift his 
responsibility for the control of communicable 
disease to either the people able but unwilling to 
pay a private physician or to the medical profes- 
sion itself. 


Not only preventive treatment against com- 
municable disease should be available in every 
community, but every person suffering from a 
communicable disease, should receive early and 
adequate curative treatment. We are willing to 
spend large sums of public funds for the isola- 
tion and treatment of smallpox, diphtheria, scar- 
let fever, leprosy, poliomyelitis, and many other 
communicable diseases, but up to the present 
time we have given very little consideration to 
the non-indigent cases of venereal disease. Free 
or very inexpensive treatment ought to be avail- 
able to venereal disease patients, who cannot or 
will not pay reasonable fees to a private physician. 


Our elaborate educational campaigns against 
venereal disease will be a failure in the future 
as they have been in the past, unless we make 
it easier for venereal disease patients to receive 
treatment. This may sound like another step 
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toward socialized medicine, but what community 
would not prefer a little social medicine to much 
social disease? 


Health Needs of Our Communities 


Now let us briefly discuss some of the other 
health needs previously mentioned in this paper. 
It is not necessary to change our present system 
of medical and hospital practice to overcome our 
shortcomings. The mere admission of any weak- 
ness in our present system, does not prove the 
need of an entirely new system. It seems in- 
credible that those of us who are not only inter- 
ested in the health of the people, but also in the 
future welfare of our own profession, should be 
suspected of selfish motives, whenever we make 
some sincere suggestions for the improvement of 
medical care for the sick. One of the greatest 
needs of the well and the sick is adequate and in- 
expensive diagnostic service. Cancer, tubercu- 
losis, and many of the other chronic diseases 
could be discovered and treated early if inex- 
pensive and competent diagnostic clinics were 
available to people of limited means. Such clinics 
might be conducted by private physicians and 
hospitals, by public institutions or by a com- 
bined effort of private and public agencies. 


While I am willing to admit that the average 
family physician can diagnose at least ninety per 
cent of the ailments coming to his attention, no 
one knows how many lives might be saved 
through the early diagnosis and treatment of the 
neglected ten per cent? 


Catastrophic Illness 


Now we come to the so-called catastrophic ill- 
ness. Can people with a bare subsistence income 
be expected to meet the expense of a serious and 


expensive illness? Is it fair that one family 
coming within a certain budget should have all 
of the necessary medical, nursing, and hospital 
services at the expense of the taxpayers and 
another family exceeding that budget by about 
five dollars per month, should pay for its own 
medical, nursing, and hospital services? Is it 
sound economics and safe medical practice to 
force a family to mortgage its home or its future 
income to meet the expense of a catastrophic 
illness ? 


While we will all agree that nothing is more 
valuable than health and life, yet there should 
be some way of saving the health and lives of the 
underprivileged people without jeopardizing their 
future welfare. I visited many European coun- 
tries last summer that have state or socialized 
medicine. Regardless of how good or how bad 
the quality of the medical services may be in 
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these countries, those whom I interviewed ap- 
peared to be quite pleased with the feeling that 
they never had any hospital, medical, or surgical 
bills to worry about. Some of them did admit 
that if they were not satisfied with their district 
or society doctor, they could consult a private 
physician at their own expense. 


There is no need of taking any more of your 
time to advise you on a subject with which you 
are much more familiar thanI am. All I know is 
that all of the people are not getting all of the 
medical and hospital services that are essential 


to health and happiness. I also know that many . 


well trained and conscientious physicians are in 


need of more patients if they wish to keep the 
wolf from the door. If the doctors and hospitals 
find it impossible to develop a program that is 
fair to patients, hospitals, and physicians, some 
one else may attempt the task with disastrous 
results. 


Let us not permit the bugaboo of socialized 
medicine to paralyze our reasoning power or warp 
our judgment. Let us remember that no impor- 
tant question is ever decided, until it is decided 
right. Let us stop fighting each other and unite 
against death and disease, not only for the sake 
of suffering humanity, but also for the sake of 
our own profession. 





Stains 


The nature of the fabric itself, as well as the 
character of the staining agent, must be deter- 
mined before the material is submitted to any 
procedure for stain removal. Substances of vege- 
table origin, such as linen and cotton, are resistant 
to alkalis, but easily injured by acids while the 
reverse is true of fabrics of animal origin, such as 
silk or wool. Likewise artificial fabrics, such as 
rayon or celanese, have individual and highly 
specialized vulnerability due to their processes of 
manufacture. 


In the hospital the problem predominantly in- 
volves the vegetable group—cotton and linen— 
and these notes are limited to that type. 


Stains made by tar, oil, grease, asphalt wax, 
gum, most paints, lipstick, chocolate, or perspira- 
tion derive their staining properties from some 
adhesive property of their constituents, usually of 
an oily character. This type is most easily and 
safely removed by some one of the so-called or- 
ganic solvents. The commonest and least expen- 
sive of these is gasoline, with benzene, toluene, 
and xylene more efficient but also more expensive. 
But all of these hydrocarbons are highly inflam- 
mable and therefore dangerous to use. To avoid 
this hazard a very popular solvent, very efficient 
and comparably safe to use, is a special naphtha 
known as Stoddard’s Solvent. A somewhat less 
efficient and more expensive, but much safer 
group, is the chlorinated type of hydrocarbon such 
as carbon tetrachloride or trichlor ethylene. 
These are non-explosive and in fact carbon tetra- 
chloride is commonly used in the bomb type of 
fire extinguisher. 


There are many mixtures of the above on the 
market, usually combinations of an inflammable 
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with a non-inflammable solvent balanced to give 
maximum cleaning efficiency consistent with low 
cost and safety. 


Stains such as blood, fruit, vegetables, dyes 
such as mercurochrome, tea, coffee, grass, mil- 
dew, and scorch get their staining action from 
some constituent of an insoluble or dyelike nature. 
These stains are not affected by the organic sol- 
vents but yield quite generally to oxidizing agents 
which convert them into either colorless or solu- 
ble compounds. But oxidizing agents are bleaches 
and at least mildly injurious to the fabric and 
hence must be used with care. The three most 
used as spotting fluid are hydrogen peroxide 
3 per cent, and potassium permanganate on wool, 
and sodium hypochlorite (Javelle water) on 
cotton. 


Albuminous matter such as blood or eggstains 
are easily removed while fresh by simple soaking 
in cold water, but are “set” by hot water and are 
then more difficult to remove. The old and “set” 
blood stains are in effect iron stains and should 
be treated as such if milder methods fail. 


Iron rust and writing ink stains are removed 
by 10 per cent oxalic acid in cold water followed 
by thorough cold rinsing. Printing ink is of an 
oily nature; moisten with turpentine and wash 
out in carbon tetrachloride. 


Shellac is removable by alcohol—ethyl, wood, 
or denatured. 


Iodine is removed by photographer’s hypo— 
2 tablespoonfuls to the quart of water. Silver 
stains, argyrol, protargal, and the like should be 
treated with tincture of iodine and then treated 
as an iodine stain. 
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Religious Aspects of the Autopsy 


OTTO SAPHIR, M.D. 


been associated with ritual. While this is 

fundamentally designed-to aid the departed 
spirit, its objective performance pertains largely 
to the body. Are there ther specific doctrines 
which refer to autopsies? Every pathologist has 
been confronted with the so-called religious as- 
pects of autopsies. These usually resolve into 
prohibitions of autopsies supposedly based upon 
religious precepts. An analysis discloses that mis- 
conceptions of religious tenets are the origin of 
these prohibitions which may conceivably be based 
upon one of the prescribed rituals to be followed 
after death has occurred. Every religion orig- 
inally had rigid rules and commandments for 
proper interment, to save the body from the dis- 
respect incident to neglect and disintegration. 
Famous is Priam’s ordeal in recovering the re- 
mains of Hector. The Jewish laws governing the 
dead body used to be strictly enforced. The Cath- 
olic and Protestant churches exhort their follow- 
ers to the performance of corporal works of 
mercy, one of which is “Bury the dead.” Rigidly 
construed, a ban on autopsies might be inferred. 
But when autopsies are meticulously performed 
by specialists, who in the interests of science and 
the living, never overlook the rights of the dead 
and their close survivors, this injunction does not 
apply. The properly autopsied body is in no way 
disfigured, in fact may often be esthetically im- 
proved, as in the instance of a hydrocephalus, an 
ascites, or a mammoth superficial tumor. 


D EATH at all times and with all people has 


Religion Provides an Excuse Not a Reason for 
Opposition to Dissection 


Several verses from the Old Testament, sig- 
nificant in their pertinence to autopsies in gen- 
eral, and all well known and in common us- 
age, offer seemingly contradictory views to the 
literal interpreter of the Scriptures. “And God 
created man in His image” (Genesis I). The image 
of God—man—should not be cut open and ex- 
amined after death, but should remain sacred. As 
Belfort states: “The widespread prejudice rests 
upon the conviction that the human body is 
sacred. Those who believe in revealed religion 
regard the human body as the dwelling and the 
instrument of a spiritual soul. Death separates 
soul and body, but it does not render the body pro- 
fane.”’ On the other hand, “For dust thou art, and 
unto dust shalt thou return” (Genesis III), and 
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“Then shall the dust return to the earth as it was: 
and the spirit shall return unto God who gave it” 
(Ecclesiastes 12) suggest not an inseparable 
union, but rather a disjunction of the image of 
God, the soul, from the mortal body. If the body 
turns to dust, if it is deprived of its spiritual es- 
sence, there is no reason, from the standpoint of 
the Old and New Testaments, why autopsies 
should not be performed. From ancient times 
until now conflicting interpretations of religious 
laws, of ministerial quotations and biblical state- 
ments have governed the question of dissections. 
Because religion and sentiment are intricately 
linked, personal sentiment only too often shades 
the religious belief and misinterprets and also mis- 
construes the written word. As Walsh expresses 
it: Christianity is only an excuse but not a rea- 
son for the priests’ opposition to dissection. 


The Jewish Attitude Toward Autopsies 


To judge from the relatively large volume of 
communications in recent years regarding the 
Jewish attitude toward autopsies and how to 
overcome the objections to these based on religious 
grounds, there seems to be a far greater prejudice 
among Jews than among Catholics and Protes- 
tants. Joslin stressed that during 28 years of the 
practice of medicine he had had but two autopsies 
upon Jews. In 20 Jewish hospitals listed by Chris- 
tian in 1923, there were only five in which the 
percentage of necropsies obtained on Jewish pa- 
tients exceeded 25 per cent of the deaths, and in 
seven there were no necropsies at all. The ques- 
tion arises as to whether there is a definite state- 
ment in the Jewish Scriptures which prohibits 
autopsies. Preuss discusses the question of the 
possible dissection by and of Jews during ancient 
times. He quotes Carmoly who refers to post- 
mortem examinations on bodies which were 
bought for that purpose. Though Preuss could 
not find any definite evidence of this in the Tal- 
mud, he believes that anatomic dissections were 
possible in spite of the laws which prohibited the 
touching of a dead body without a certain routine 
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of purification. Though it is true that, according 
to Jewish law, it takes 7 days to become clean 
after touching a body, yet to touch or to handle 
a dead body is nowhere prohibited. It was also 
recognized as a sacred duty to bury the dead, 
which ceremony of necessity includes the touching 
of the body. That autopsies were known at that 
time may be seen from the following excerpt from 
the Talmud: A diagnosis of “ischias” was made 
on a sheep paralyzed in both hind extremities. 
The animal was slaughtered, examined and the 
“clinical diagnosis’’ was confirmed. Preuss refers 
to this incident as a modern control of a diagnosis 
by means of the post-mortem examination. Gott- 
lieb stated that as far as he could determine the 
Jewish laity is generally of the opinion that autop- 
sies are prohibited. However, from suggestions 
offered by various living authorities on this sub- 
ject, it seems that if this question were formally 
presented to a proper Jewish representative body, 
favorable discussion would result. This clearly 
shows that sentiment apparently rules over actual 
religious principles. 


Zucrow in his “Adjustment of Law to Life in 
Rabbinic Literature” discusses the rabbinical at- 
titude in the matter. There appears to be no 
reference in the Bible to the actual practice of 
autopsy except regarding embalming, which of 
course necessitates the cutting of the dead body. 
Examples of autopsies performed by Cleopatra 
and the disciples of Rabbi Akiba (Bechoreth 45a 
and Nidda 30b) (see Zucrow) are cited in the 
Talmud. As these were autopsies on the bodies of 
condemned criminal slaves, the Greeks and Jews 
of Talmudic times seemed to consider it an insult 
to the dead to perform autopsies on their own 
people. These autopsies apparently were not per- 
formed with the intention of studying disease and 
discovering the cause of death but were conducted 
for research in anatomy and to study the growth 
of the human embryo. The use of autopsy to ascer- 
tain the cause of death and hence the method of 
combating the disease has been prevalent only 
during the last two centuries. 


Two famous rabbis of the eighteenth and nine- 
teenth Centuries, Rabbi Ezekiel Landau and 
Rabbi Moses Sofer (Zucrow) were questioned as 
to whether Jewish law would sanction the per- 
formance of an autopsy as a means of saving lives. 
The rabbis agreed that such autopsies might be 
performed if there were a living person suffering 
from the same disease as the one who had died. 
(Vide “Jorah Deah,” 363, “Pithchai Tshuvo 5) 
(Zucrow). Their decision was based on the Tal- 
mudic principle of “Pekuach nefesh,” i. e., con- 
doning even the breaking of the Sabbath if there 
is any possibility that a life may be saved. The 
seeming self-contradiction of this attitude can be 
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explained by the fact, as Zucrow opines, that the 
people of the eighteenth Century had no faith in 
the usefulness of autopsies but considered them 
merely as a professional sport. Thus careful re- 
strictions were made. It is only reasonable to con- 
clude that these rabbis, if alive today and in pos- 
session of the present day knowledge of the value 
of autopsies, would offer no objections whatso- 
ever to them. (Zucrow.) They were naturally re- 
stricted by the general inexperience of their times 
in these matters and so thought it only safe to 
make certain qualifications. 


Even in Talmudic days the bones of the dead 
were broken for the mere purpose of convenience 
and expediency. As is told in the Mishnah (Shko- 
lim, chap. VII, 2) (Zucrow) the persons who 
transferred the bones of the dead used a special 
tool to break bones too large for their boxes— 
instead of building larger containers. Zucrow 
concludes that it behooves Jews much more to 
“authorize authority” to benefit humanity at 
large. Plotz, continuing this line of thought, states 
that: “It is the hope of every medical scientist 
that those who are loyal to the traditional spirit 
of Judaism will adopt the more liberal interpre- 
tation of the law and modernize the severe restric- 
tions that are insufficiently grounded in Jewish 
law and forbid many necessary examinations.” 


The following authorities are also often cited: 
Spivak summarizes the views held by the Rabbis 
whom he consulted, stating that autopsies are per- 
mitted when they are an honor to the deceased, 
but prohibited when they are an indignity; they 
are permitted when a human life can be saved 
thereby, but prohibited if conducted for purely 
experimental purposes, i. e., “When the sick is 
not before our eyes.” Rabbi B. L. Levinthal of 
Philadelphia, as quoted by Hammond, states as 
follows: “In response to your inquiry as to the 
circumstances in which a post-mortem operation 
is permissible under the Jewish Rabbinic Law, 
I desire to state that unquestionably the dissection 
of a corpse is not prohibited when a reputable 
physician believes that it is essential for the ad- 
vancement of medical science. Where a post- 
mortem examination may result in the discovery 
of the origin or cause of some serious disease it is 
my firm conviction that thus to serve humanity 
is sanctifying, rather than desecrating the dead.” 
Lauterbach, who has conducted a survey of the 
Jewish attitude toward autopsies concluded that 
there is no opinion offered in the Bible, ‘Talmud, 
or Ahulhan Aruch which justifies any objection 
to the practice of necropsies. 


It seems that there are two outstanding factors 
under the auspices of which autopsies are not only 
tolerated but permissible. In a large hospital it 
very often happens that there is a patient suffer- 
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ing from the same disease as the deceased had. 
Perhaps something may be found at the autopsy 
to save or prolong the other patient’s life. Under 
such conditions even the orthodox Jew will grant 
permission for an autopsy. It is stated further 
that autopsies are permitted when they are an 
honor to the dead. There are, of course, many ex- 
amples where this is literally true. But this clause 
might contraindicate the performance of autop- 
sies when such would substantiate the existence of 
certain unsavory diseases. However, should these 
exist and be disclosed, it seems that even this dis- 
closure honors the dead in that he or she is per- 
mitted to contribute to the well being of the 
familial survivors. 


Extensive investigation, while revealing no 
statements encouraging dissection of the body, has 
revealed nothing in the Jewish religion which for- 
bids a post-mortem examination. The foregoing 
citations at least signify rabbinical acquiescence 
with only occasional restrictions. 


The following is significant in regard to the 
general belief that only a few autopsy permits are 
obtained from Jewish relatives. If one compares 
autopsy statistics of hospitals, Jewish and non- 
sectarian, one is amazed to find that at the Jewish 
hospitals the autopsy percentage is relatively 
high, while in non-sectarian or Catholic hospitals, 
autopsies on Jewish bodies are comparatively few. 


Dr. Bert W. Caldwell,: executive secretary of the 
American Hospital Association, in analyzing the 
number of autopsies performed in 2,717 hospi- 
tals,* concludes that the autopsy percentage of all 


the hospitals was above 36.1. However, the 
autopsy percentage in 1930 in Mount Sinai Hospi- 
tal, New York, was 79.5; in Montefiore Hospital, 
New York, 63.0; in Michael Reese Hospital, Chi- 
cago, 54.0, and Mount Sinai Hospital, Philadel- 
phia, 50.0. On the other hand in the department 
for diseases of the chest of the Jefferson Hospital, 
Philadelphia, the percentage of autopsies on the 
bodies of Catholics was 56.6, on bodies of Prot- 
estants 78.7, and on bodies of Jews 22.2 (Boyd 
and Gordon). Warwick reported that there were 
four Jewish patients among 310 who died at the 
Millard Fillmore Hospital in Buffalo, New York. 
From none of the relatives of these four Jewish 
patients could consent for autopsy be obtained. 
Two refused on religious grounds. At the Me- 
morial Hospital in New York over a period of six 
months, before the methods of approach for 
autopsy permission were changed, as stated by 
Hoffman, the average autopsy percentage was 
46.5. During this period twelve Jewish patients 
died, but only one permission for autopsy was ob- 


*Developments in Autopsies in the Hospital Field—Report of 
Committee on Post-mortem Examinations, American Hospital 
Association, New Orleans, 1930 

2The Modern Hospital 34:61, 1931 
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tained. During the next 6 months the average 
autopsy percentage was 82.3. The percentage of 


' Protestants was 84, of Catholics 95, and of Jews 


62.5. Of 21 Jewish hospitals listed by the Ameri- 
can Medical Association in 1937* one hospital 
showed an autopsy percentage of 18, four hospi- 
tals a percentage of 20-29, eight a percentage of 
30-39, six a percentage of 40-49, one of 52, and 
another of 67. The necropsy statistics of the hos- 
pitals of Chicago for 1935+ showed the autopsy 
percentage of 69 institutions. Thirty-five of 
these are hospitals with a bed capacity of over 
200. Twelve of these 35 hospitals revealed an 
autopsy percentage of over 45.0. The two Jewish 
Hospitals (Mount Sinai) with 45.6 per cent and 
Michael Reese with 54.5 per cent belong in this 
group. This is interesting in view of Joslin’s state- 
ment referred to above, i.e., that during his twen- 
ty-eight years of practice he had seen only two 
autopsies on Jews. It seems that for some reason 
in non-sectarian hospitals autopsy permits from 
Jewish relatives are difficult to obtain. For in- 
stance, in a large Canadian hospital obtaining 
permission for autopsies on Jewish bodies is con- 
sidered so difficult that interns are told not to 
ask for it. These facts seem to make it clear 
that the relative ease in securing permits in Jew- 
ish hospitals and the difficulties encountered in 
non-sectarian hospitals lie perhaps in the method 
of approach. It is possible that Jewish interns 
and house officers have a better understanding 
of the peculiar psychology of the relatives and the 
Jewish attitude toward death in general, and so 
are better equipped to obtain permission than 
those interns in non-sectarian or Catholic hos- 
pitals who are not familiar with the Jewish psy- 
chological make-up. This would seem to prove 
that the refusal is not based so much on religious 
prejudices but rather on the method of approach. 


There is still another deep rooted Jewish prin- 
ciple, as pointed out by Lazarus, which seems in- 
tricately linked with the performance of autop- 
sies, at least insofar as they are designed, in a 
broad sense, for the further preservation of the 
people. The attribute of holiness in the sense in 
which it is used in the old Testament is not ap- 
plied to the individual nor can it be achieved by 
the individual. Lazarus points out that this can 
be achieved only by a people or a community. 
This is particularly brought out by the statement 
that Israel was itself to become a holy nation. 
The words of Jeremiah, “The seed of Israel shall 
not cease from being a nation before me forever,” 
(Lazarus) implies that the importance of the 
community is far and above that of the individual. 
In the narrative of the second covenant under 


8J.A.M.A. 109:683, 1937 
4Seventeenth Annual Report of Committee to the Board of 
Governors of the Institute of Medicine of Chicago, Dec. 2, 1936 
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Moses, the most prominent idea is the equality of 
all in the mission to form a union (Deut. 29:9 
seq.). The application of these fundamental con- 
cepts to the autopsy seems clear. In this spirit 
an autopsy is not only permitted but definitely 
indicated. It is religious duty in the sense that 
it contributes to the highest good of the com- 
munity and offers an opportunity to the individ- 
ual, even in death, to further the well being of 
the people, thus providing for the greatest in- 
dividual contribution toward sanctification of the 
people. 


The Catholic Attitude Toward Autopsies 


The Catholic religion, as far as can be ascer- 
tained, does not prohibit autopsies. As a matter 
of fact, there is considerable evidence of the in- 
terest and cooperation of the Catholic church 
in the matter of post mortem examination. It is 
known that when the occasion demanded, the 
leaders and dignitaries of the Church themselves 
were subjected to post mortem examination 
(Long). An edict of Boniface VIII “De Sepul- 
turis” promulgated in 1299 A. D. (Masson) for- 
bade the cutting up of bodies, boiling them and 
carrying them to distant places for the purpose 
of entombment. Walsh stated that this practice 
had grown up during the Crusades, and was used 
to preserve bodies for transportation and that the 
Pope forbade this barbarous habit. This decree, 
however, in no way pertained to dissections, but 
supposedly had been misconstrued to forbid au- 
topsies. Walsh points out that the records of 
public dissections in Italy, at Bologna, which was 
a Papal university, began immediately after the 
issuance of this decree. The following may be 
quoted from J. P. Camus, Bishop of Belley, as an 
example of the attitude of St. Francis de Sales 
in regard to dissection. “Since our Blessed Father 
(St. Francis) was not like the martyrs, privi- 
leged to offer his body, both by living and dying, 
as a victim of God, he found out, with the in- 
genuity of love, a method of self-humiliation and 
self-sacrifice to be carried out after his death. 
When quite young and still pursuing his studies 
at Padua, falling dangerously ill, and his life be- 
ing despaired of, he begged his tutor to see that 
when he was dead his body should be given into 
the hands of the surgeons for dissection. ‘Hav- 
ing been of so little use to my neighbor in life,’ 
he said, ‘I shall thus at least, after my death be 
able to render him some small service.’ A mo- 
tive which urged Blessed Francis to the above 
resolution, besides his desire for self-humiliation 
and immolation, was the hope of putting an end 
to the scandalous practice then prevailing among 
the surgical and medical students at Padua of 
secretly by night going to the cemeteries to dis- 
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inter newly buried bodies. This they did when 
they had failed to obtain those of criminals from 
the officers of justice. Innumerable evils, quar- 
rels and the indignation of the relatives and 
friends of the deceased persons whose corpses 
were stolen, may be imagined. By setting the 
example of a voluntary surrender of his own body 
for dissection our Blessed Father St. Francis 
hoped to diminish such orders.” 


During the middle ages which were governed 
by Catholicism numerous autopsies were per- 
formed. Thorndike states that “Too often have 
we been told, with little or no evidence adduced 
to support the charge, that religious prejudice 
operated to prevent dissection of the human body 
in the Middle Ages. Now it is recognized that 
anatomies in the shape of systemic dissections 
of bodies for purposes of instruction were held 
regularly in the schools of medicine of the four- 
teenth and fifteenth centuries. The bodies used 
in the university dissection were commonly those 
of executed criminals or other outcasts. In the 
present autopsy, on the other hand, we find a 
physician of note recommending, and a high of- 
ficial, presumably of good family, social standing 
and considerable property, agreeing to a post 
mortem examination of the vital organs of the 
official’s own son, with the aim to discover 
whether the complaint of which he died was of 
hereditary character and so to prescribe more 
intelligently for the other children of the same 
father.” Walsh stated that Vesalius, having been 
unable to secure enough dissecting material in 
Lorrain or Paris, went to Italy and spent 20 
years there. During the first 10 years he com- 
pleted his great text-book on anatomy fully illus- 
trated by dissections. It is known that the great 
artists of the Renaissance dissected freely before 
the eyes of the Church. It is interesting that the 
bodies of the kings of Catholic France were au- 


- topsied with due formality. Granted that the 


initial impetus was a suspicion of poisoning in- 
cident to the demise of Charles XI, following the 
turbulence of the St. Bartholomew’s Day massa- 
cre, the custom nevertheless persisted to terminate 
with the autopsy on the body of the juvenile son 
of Louis XVI. This custom prevailing at a Cath- 
olic Court surely denies any prohibition based on 
religious grounds. 


Reverend J. L. Belford stated that so far as 
religion is concerned, he does not know that it 
stands in the way of science. On the contrary, 
the Church has always encouraged science and 
endeavored to promote scientific investigation, 
but she naturally protests against any wanton 
mutilation of the human body, and against the 
‘irreverence of coarse men who refuse to treat 
the mass of tissue with the respect due to the 
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abode and the instrument of a spiritual soul which 
God has created and employed to work out his 
eternal purpose.” So far as Belford knows there 
is no doctrine of the Catholic Church hostile to 
post mortem examinations so long as they are 
conducted with a lawful motive and in a befitting 
manner. It is noteworthy that in some Catholic 
hospitals the Sisters play an important part in se- 
curing consent for autopsies (Sister M. Patricia). 


Mills refers to one objection occasionally given 
by relatives of Catholics, an objection which he 
thus formulates: “He was given the Last Sacra- 
ment just before he died and I do not want the 
organs disturbed.” Mills notes that this argu- 
ment is due to a misunderstanding of the tenets 
of the church; and that he was authoritatively 
informed that theologically the elements of the 
Sacraments have become an integral part of the 
body within fifteen minutes after ingestion, and 
hence there should be no objection, other than 
sentiment, to an examination. 


In summary, there is no definite statement in 
the Catholic Church which can be construed as 
prohibiting autopsies. As Walsh stated, Catholic 
traditions concerning dissection and the study 
of medical science represent a most admirable 
chapter in history. When a priest opposes dis- 
section, he does not realize the source of his preju- 
dices nor understand the true state of affairs as 
regards the Church’s policy. Whenever there was 
likelihood of real benefit accruing from post 
mortem examinations the Catholic Church not 
only did not oppose but encouraged them. 


The Protestant Christian Attitude Toward 
Autopsies 


Regarding the Protestant Christian attitude, 
while no interdictions are forthcoming from in- 
dividual clerics nor from transmitted references, 
one feels impelled to query possible sources of 
objection. The works of Jeremy Taylor, Lord 
Bishop of Down, Connor and Dromore, contain 
an essay on “Treating our friends after death” 
which possibly may be construed as a source of 
objection to post mortem examination. He said, 
“It is good that the body be kept veiled and 
secret and not exposed to curious eyes, or the 
dishonors wrought by the changes of death, dis- 
cerned and stared upon by impertinent persons. 
When Cyrus was dying he called his sons and 
friends to take their leave, to touch his hand, 
to see him the last time, and gave in charge, 
that when he had put his veil over his face no 
man should uncover it.” The illiberal commenta- 
tors would thus imply a prohibition of autopsies. 
However, in the next paragraph Taylor states: 
“For to them (the dead) it is all one whether they 
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be carried forth upon a chariot or a wooden bier; 
whether they rot in the air or in the earth; 
whether they be devoured by fishes or by worms, 
by birds or by sepulchral dogs, by water or by 
fire, or by decay. When Criton asked Socrates 
how he would be buried, he told him, ‘I think I 
shall escape from you, and that you cannot catch 
me; but so much of me as you can apprehend, 
use it as you see cause for and bury it; but, how- 
ever, do it according to the laws.’ There is noth- 
ing in this but opinion and the decency of fame 
to be served.” These statements, admittedly re- 
ferable to the function of burial, indicate respect 
for the dead body but also imply the destructi- 
bility of the body and hence the permissibility of 
doing post mortem examinations. Whereas Walsh 
stated that opposition to autopsies was much more 
marked in Protestant than in Catholic countries, 
there seems to be nothing in the writings of the 
Protestant clergy to point to a prohibition of 
autopsies. As a matter of fact Warwick stated 
that more refusals to grant permission for au- 
topsies were encountered among Catholics than 
Protestants. 


Origin of Pseudo-Religious Objections 


In the foregoing it has been shown that there 
are no definite doctrinal objections to autopsies 
in the Jewish, Catholic, or Protestant religions. 
Upon what grounds then of a pseudo-religious 
nature are autopsy taboos based? Apparently 
upon custom more sentimental or prejudicial 
than religious. In some sects and in some races 
it is the habit to keep the dead body always 
under supervision, to protect it from mistreat- 
ment, to make sure that life is extinct, to pray 
for its departed soul, or to pay it a final tribute 
of respect before burial. Taylor remarks that, 
“In this (burial) as in everything else, as our 
piety must not pass into superstition or vain ex- 
pense, so neither must the excess be turned into 
parsimony, and chastised by negligence and im- 
piety to the memory of their dead.” This state- 
ment suggests one factor of the origin of the 
reputed religious objections to autopsies, namely, 
superstition regarding the proper disposal of the 
body. In addition to and intricately linked with 
this superstition, is the fear of the dead body 
which leads to objections to autopsies. In a vol- 
ume entitled “Funeral Customs,” Puckle states 
that, “Fear of the dead is the origin of most every 
funeral custom which has come down to us to- 
day.” It is conceivable that this fear of the spirit 
of the departed, discernible in attitudes of prim- 
itive and ignorant people, dictates a reluctance 
in survivors to permit post mortem examination 
which they think might be distasteful to the 
deceased. 
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There are also certain traditions which per- 
haps are still unconsciously recalled and which 
may sometimes form the kernel of seemingly 
religious objections. The pious behest “Requies- 
cat in Pace,” often freely translated as “He has 
suffered enough, let him rest,” though funda- 
mentally applicable to the departed soul, if con- 
strued to apply to the body, was perhaps de- 
signed to deter the nefarious from despoiling 
graves and in no way contraindicates autopsies. 
Other traditions are based upon the association 
of autopsies with crimes committed before death 
and are rooted in the fact that in medieval times 
dissection was more or less confined to criminals. 
Robinson states that George II required dissec- 
tion or hanging in chains of the bodies of all 
executed criminals in order that “some further 
terror and peculiar mark of infamy might be 
added to the punishment of death.” This act 
produced in England a deep rooted association of 
the dissection of the body after death with some 
serious crime committed before death, and so 
strengthened public feeling against dissection of 
unclaimed pauper dead. That this public feeling 
prevailed against autopsies as well is evident from 
the Constitutio Criminalis Carolina published in 
1533 relative to medicolegal cases which author- 
ized judges to summon mid-wives and physicians 
upon the suspicion of abortion, infanticide, etc., 
and states, “In deference to current superstitions 
post mortem examinations are not authorized” 
(Garrison). It is interesting that even at the 
present time the layman seems to be convinced 
that an autopsy must be performed on the body 
of every executed criminal. As a matter of fact 
in some states there is a law by which every 
prison inmate upon death and every executed 
criminal automatically becomes a coroner’s case, 
which necessitates the performing of an autopsy. 


Conclusions 


In conclusion it may be inferred that objec- 
tions to autopsies are not justifiable upon religious 
grounds, but rather upon custom, upon preju- 
dicial tradition, and upon sentiment. The first, 
custom, wrongly presupposes interference with 
the ceremonial of interment. The second uncon- 
sciously associates autopsies with the stigma of 
crime. The last, and perhaps most unyielding, 
sentiment, precludes autopsies because it does 
not dissociate the inanimate body from the vital 
personality of the departed. Civilized people 
rightly honor the dead, but too frequently “honor” 
in its most conventional sense is accorded the 
body when it might more fittingly be applied to 
the soul. They forget that an autopsy in itself is 
an honor in that it provides the individual with a 
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final opportunity to serve humanity and contrib- 
ute to the well being of those who come after him. 
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Cost Concepts of Hospital and Nursing 
Administration 


CHARLES A. ROVETTA 


omists, accountants, hospital administrators, 

and members of the nursing profession in re- 
gard to costs, it might be well at the outset to 
defend two simple assumptions: that hospital in- 
stitutions are distinct economic entities although 
operating as non-profit enterprises; and that be- 
ing distinct entities, they are subject to admin- 
istrative guidance. If the first statement were 
not true, there would be no basis for separating 
from all facts those which pertain specifically to 
a given hospital; if the second statement were 
not true, there would be no pronounced need for 
cost data. 


[:: view of existing confusion between econ- 


If it is agreed that hospital entities are subject 
to administrative guidance, then it follows that 
for purposes of control it is essential to know 
costs. Since hospitals have attempted cost studies 
in the past and have attempted in many instances 
to compare results, it is imperative that prob- 
lems allied with the measurement of these costs 
be isolated, articulated, and classified. As I see 
it, difficulties of determining costs from the ac- 
counting aspect, may be grouped into three ma- 
jor classifications: problems of determining the 
total value of all assets consumed during the 
entire life of the institution; problems of allo- 
cating portions of that total value consumed to 
the various fiscal periods; and finally, problems 
of allocating the expenses attributed to each 
fiscal period between the different functional ac- 
tivities performed during that time. 


The problem of determining total value of 
assets consumed is complicated in turn by chang- 
ing price levels, and by differences of opinion 
over including in “Cost” all assets which have 
been donated. The orthodox accountant has at- 
tempted to overlook the effect of changing price 
levels by insisting that the historical acquisition 
price be used. Yet, even though such a principle 
of valuation were universally used, final results 
are not comparable. If two hospitals, for ex- 
ample, are using identical equipment purchased 
at different prices, the identical service will cost 
more to that hospital which bought at higher 
prices. Yet the two costs computed on the his- 
torical acquisition price would not be comparable 
in evaluating current operations. Assume also 
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that in an attempt to establish comparable cost 
results, it was agreed that all donated assets 
would be excluded in determining costs. Final 
results would still not be comparable because of 
the varying proportions of donated assets to total 
assets among the different institutions. Hence, 
comparability in this respect can be attained only 
by including in total cost all donated assets. Such 
costs of course can and should be kept separate. 


The accountant does not assume full responsi- 
bility for solving this first group of problems 
outlined. Generally they are assigned to other 
professions for solution. In evading responsi- 
bility for the determination of total value, but 
in assuming responsibility for the fiscal alloca- 
tion of portions of that total, three authorities 
within the past few years have commented as 
follows in stating principles of guidance: 


“Accounting is essentially the allocation of 
historical costs and revenues to the current 
and succeeding fiscal periods.’ 


“Accounting is not essentially a process of 
valuation, but the allocation of historical 
costs and revenues to the current and suc- 
ceeding fiscal periods.” 


“The division of the life of a business en- 
terprise into fiscal periods has created the 
problem of determining the income of the 
enterprise for each fiscal period. This de- 
termination is a most important task of ac- 
counting. . . . All income and all expenses 
should be correctly allocated to the periods to 
which they apply.’ 


In two of the three statements a definite com- 
ww Essay, G. R. Byrne, Journal of Accountancy, November,. 


2A Tentative Statement of Accounting Principles by the 
TY soja Accounting Association,” Accounting Review, June, 

8T, H. Sanders, H. R. Hatfield, and U. Moore, A Statement 
of Fearon vid Principles, American Institute of Accountants, 
p. 25. 
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mitment is made for the use of actual historical 
price as against replacement or reproduction 
price. In none of the statements of principle has 
there been established criteria to eliminate doubt 
concerning the identification of certain portions 
of expense with the current period. The amount 
of expense involved in the area of doubt is rela- 
tively small in commercial enterprises of quick 
turnover and small fixed investments; but in 
hospitals, with slow turnover, large fixed in- 
vestments, and rapid obsolescence, the amounts 
are large. The method of attacking the diffi- 
culties lies in the use and acceptance of double 
entry accrual accounting. However, accountants 
are forced to admit that measurement of the ac- 
crual of certain items of expense is so difficult 
that they are overlooked and the inexactitude 
excused on the basis that the items will balance 
out after the first year. 


Briefly, two groups of problems have been pre- 
sented: those of determining total value and those 
of distributing this value as consumed to fiscal 
periods. There still remains the third group of 
difficulties: those of allocating the expense of 
the fiscal period to the different functions per- 
formed by the hospital during that period. 
Nursing costs will be more closely related to this 
last group of problems than to the first two 
groups discussed. However, the first two, in 
deciding the total cost which must be distributed, 
have just as important an influence in deciding 
nursing costs as have the problems of dividing 
the total expense between the many activities of 
the hospital. Yet space does not permit more 
adequate treatment of the ramifications involved 
in the first two groups of problems discussed. 
The remainder of this discussion will be devoted 
to problems associated with allocating total hos- 
pital expense of a fiscal period between all the 
activities performed. 


Objectives 


Most previous cost studies of nursing service 
and nursing education have overlooked the sig- 
nificance of the problems associated with total 
cost and fiscal expense determination. Moreover, 
these former studies of nursing service and nurs- 
ing education may be classified into two cate- 
gories: those which attempted to measure unit 
performance in terms of financial “cost,” and 
those which measured unit performance in quan- 
titative statistical terms. In the latter instance, 
only a partial answer is provided for hospital and 
nursing administrators, for the relative perform- 
ance in terms of financial efficiency cannot be 
ascertained as between periods of time, or as be- 
tween institutions. In other words, such pro- 
cedure does not recognize the fact that different 
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hospitals may provide the same quantitative and 
qualitative service at different cost; or that the 
same hospital may provide the same service at 
different costs; or inferior service at the same or 
higher cost, as at different periods of time. In 
the former case, financial “cost” is ascertained, 
but it is in no way related to service provided. 
Furthermore, in many of the financial cost studies 
to date, procedure of calculation and component 
elements of cost are undefined, thus complicating 
the task of interpretation even more. 


Cost Concepts 


It is true that writers in the field of hospital 
and nursing accounting have taken great care to 
present in detail the various technical procedures 
necessary to secure proper classification and allo- 
cation of expenses. But the explanation of the 
nature of cost as a concept has been omitted, 
even in books just released. The reasons for this 
omission are difficult to explain, especially when 
the concept of “cost” changes in kaleidoscopic 
fashion. 


Cost is a word circumscribing a group of ideas, 
or a concept of complex nature. Arbitrarily de- 
fining such a word is a useless procedure. What 
is needed is a development of a “thought-image.” 


Four closely associated terms, “expense,” “loss,” 
“cost,” and “profit” should be differentiated. The 
central idea in the cost concept is that of giving 
up or parting with something of value to acquire 
some other thing, service, or value. When the 
term “cost” is used, it usually refers to the total 
outlay incurred for goods or services. The term 
“expense” should refer to that portion of such 
outlay allocated to a certain fiscal period. Thus 
the essential problem of expense determination 
is one of “timing.” A “loss” as differentiated 
from a cost represents outlays for which no cor- 
responding returns were received. In contrast, 
it is to be noted that cost is incurred for the pur- 
pose of, and is accompanied by, the securing of 
some other value. When the value received is 
greater than that which was given out, the ex- 
cess is “profit.” Profit, like expense, is meas- 
ured in terms of accounting periods. 


In cost accounting there is distinction between 
“expense” and “cost” in that cost figures are cal- 
culated by reclassifying and assigning expenses 
of a fiscal period to “cost units.” Cost, as used 
technically, is that portion of the expense charge 
which has been assigned to a particular unit of 
production, service, or administrative “cost-unit” 
of a fiscal period. The sum of the individual ex- 
pense items allocated to each cost-unit is the cost 
of that unit. All such allocations of expense are 
made to cost units on some basis. 





However, the process of allocating expense to 
cost-units is not a singular or a fixed and stereo- 
typed routine. The process varies greatly, and 
it is this important fact about cost procedure that 
calls for further consideration. By varying these 
processes of allocation, one may compute different 
costs. In order to know which procedure to use, 
it is essential to know the conditions under which 
costs are being measured and the purpose for 
which they are intended. This is as it should be, 
for there is no one cost which can be used for all 
purposes, any more than there is one wheel which 
fits all watches, automobiles, or wheel-chairs. 
Thus it is apparent that the purpose determines 
the cost concept, which in turn determines the 
cost procedure. 


From the many types of cost concepts recog- 
nized by accountants and economists, four types 
are of particular significance in a study of nurs- 
ing service and nursing education. These are: 
average costs, avoidable costs, alternative costs, 
and standard costs. Each type will be examined 
before the final selection is suggested. 


Average Costs 


Nursing cost studies in the past have employed 
average cost techniques almost exclusively, with, 
in some cases, misinterpretation of results in 
terms of avoidable costs. Average cost is the 
total expense divided by units of service output. 
Such a cost assumes that an equal amount of cost 
is incurred in the production of each of a given 
lot of similar units. Let us suppose, for example, 
that a hospital serves 1,000 meal units per day 
at a total “cost” of $320 per day. Two hundred 
of these meals are served to student nurses who 
constitute the entire bedside nursing staff. The 
“average cost” of the meal or unit of service out- 
put is the total cost of $320 divided by 1,000 meal 
units, which gives 32 cents. 


Almost all hospital administrators rely entirely 
upon data developed by average cost techniques. 
The advantage of average cost procedure is its 
apparent simplicity. Its serious limitations may 
best be developed in terms of the other types of 
costs mentioned. 


Avoidable Costs 


As distinguished from average cost, avoidable 
cost is the additional cost involved in producing 
an additional lot of output, assuming that the 
previous lot would be produced. As related to 
nursing education, avoidable costs would be those 
costs which would be eliminated if nursing educa- 
tion were abolished by a given hospital. 


Let us suppose that the hypothetical hospital 
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in the average cost illustration given above plans 
to give up its nursing school and replace the 200 
students by 100 graduates. On the basis of aver- 
age costs one could conclude that the meals served 
to 200 student nurses cost $64 and the meals 
served to 100 graduates cost $32, so that by abol- 
ishing the school the hospital saved the amount of 
$32 daily on meals. However, the replacement of 
student by graduate nurses would not produce the 
saving stated for the following reasons: 


An analysis of expenses in the above situation 
should have disclosed that some costs were con- 
stant and did not fluctuate in proportion fo pro- 
duction, that some were partly fixed and partly 
variable, and that some expenses varied directly 
with production. Examples of fixed charges con- 
nected with meal service are depreciation of 
equipment, telephone service and, in all proba- 
bility in the instance cited, the wages and other - 
expenses for cooks would remain unchanged 
and, therefore, should be included in the “fixed 
charges” classification. Examples of variable 
costs are the waitress item since fewer of these 
workers would be necessary to serve 100 than 200 
nurses; and the replacement costs of raw food. 
Actually, the only items which should have been 
included in the cost of the 100 meals eliminated 
when the school was closed are the variable costs 
associated with their service. In general, the 
smaller the units of output, the smaller the num- 
ber of items of expense that can be eliminated. 
In the above instance only ten per cent of the 
meals were to be eliminated. Hence an analysis 
accurately made would have resulted in retaining 
in the “constant” expense classification many 
items that might become variable when larger 
percentages of output were to be eliminated. 


Alternative Cost 


The concept of alternative cost as applied to 
hospitals tends to emphasize the alternative 
means available for providing a given service. 
Thus, for the maintenance department of a hos- 
pital, the concept has usefulness in deciding 
whether it is more economical to generate rather 
than to purchase electricity from public service 
companies. In nursing, the concept finds appli- 
cation in deciding whether to provide bedside 
nursing care by employing graduate nurses as 
against providing the service by utilizing student 
nurses in training. It is to be noted that this 
concept indicates a means of comparing the cost 
of alternatives. It presupposes that both costs 
are known, but in no way indicates the content 
of the two costs. Thus, it is possible to use “aver- 
age” or “avoidable” techniques in computing the 
cost of service as rendered by student nurses for 
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comparison with some arbitrary cost imputed to 
a similar service rendered by graduates. 


Standard Costs 


The fourth concept—standard costs—has re- 
ceived marked attention in industrial accounting 
but has been relatively neglected in hospital ac- 
counting. The precise definition of standard costs 
varies, but in general it includes the idea of a 
continuous basis of comparison. Another aspect 
of standard costs is that they are prepared in 
advante; in this respect standard costs are closely 
related to the fiscal budget although not neces- 
sarily identical with it. Standard costs, offer the 
advantages of requiring that the operating plans 
of the institution be carefully considered in ad- 
vance, and that proposed expenses be reviewed. 
When the program is in operation the standards 
established will subsequently serve as a mark at 
which to aim, will stimulate criticism, and will 
call attention especially to unsatisfactory per- 
formance. 


A hospital may evaluate performance by using 
data of the hospital itself; it may study the per- 
formance and positions in terms of another hos- 
pital; or finally it may establish definite stand- 
ards and evaluate actual performance with 
planned performance. 


It is interesting to note that in the industrial 
field standard costs have had a parallel develop- 
ment with time and motion studies. The recog- 
nition of the significance of time and motion 
studies has created a realization of the need for 
standards which might be applied to performance 
and which would provide a basis for comparing, 
evaluating, and relating the results of cost anal- 
yses with quantitative output. The lack of such 
standards in hospitals is probably the reason why 
standard costs have not been more extensively de- 
veloped in these institutions. Indeed, standards 
underlying nursing costs have either been entirely 
absent or so woefully haphazard that they may 
have actually jeopardized the nursing care given 
to patients. Dependence upon historical compari- 
son within the same institution or upon compari- 
son with other hospitals has been widely prac- 
ticed. .In the former instance, the result was 
often a comparison of inefficiency with ineffi- 
ciency; in the latter instance, a comparison of 
unlike conditions and services. To an analytical 
minded administrator, such comparisons would 
immediately raise the question of the cause of 
any differences. The development of standards 
for administrative control would avoid both con- 
sequences, and cost comparisons would conse- 
quently assume significance. 
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Avoidable Cost Suggested As a Base 


From the point of view of hospital and nurs- 
ing administration the most significant informa- 
tion can be developed by costs based on an “avoid- 
able” concept. If it is assumed that a hospital 
is operating with a nursing school, then the cost 
to that hospital for nursing education is the cost 
which could be eliminated if the school were abol- 
ished. Likewise, if the hospital were operating 
without a school, the cost of the school to that 
hospital would be the additional costs incurred 
with the incident of the nursing school. 


From the point of view of internal adminis- 
tration the avoidable cost concept places emphasis 
on the costs which tend to fluctuate more widely 
with current operations. By eliminating from 
emphatic consideration those costs which are 
more constant and less sensitive to administra- 
tive control, one can more equitably evaluate 
managerial ability. All too frequently expense 
analyses emphasize consideration of fixed charges 
over which administration has relatively little 
control. Thus, by the avoidable cost concept, 
costs are placed into two categories; those which 
tend to be subject to administrative control, and 
those which are apt to be more rigid under fairly 
narrow ranges of operating capacities. 


Another advantage is that the “‘avoidable”’ cost 
concept develops costs which are accurate for use 
in policy formulation in terms of alternative pos- 
sibilities such as the substitution of graduate for 
student service, the abolishment of meal privi- 
leges for graduates, the elimination of living ac- 
commodations for graduates, and contrariwise, 
the addition of any of these services or items. 
It is worth repeating with emphasis that average 
costs for policy formulation are apt to lead to 
erroneous conclusions in terms of eventual cost 
behavior. 


Any study of nursing costs should give full 
recognition to all variables which affect nursing 


costs. The factors must be measured both in 
financial terms, and on a basis of quantitative 
and qualitative nursing service rendered. The 
detailed procedures of accomplishing this are in- 
appropriate to discuss at the present time. Suf- 
fice it to say that the technique used must give 
recognition to all the problems of the specific 
concept of cost selected. If this is successfully 
accomplished, the results will be intelligently use- 
ful costs for: 


a—Evaluating management, because em- 
phasis is placed on those costs which tend to 
vary and which are within the control of the 
nursing and hospital administrators. 

b—Deciding how much of the funds of a 
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hospital are actually being used to finance a 
nursing training school or how much of the 
funds of a nursing school are being used to 
finance a hospital. The best evidence that a 
cost is being incurred for a nursing school is 
the proof that the cost would be eliminated 
if the school were abolished. Likewise, it 
cannot be argued that a hospital is incurring 
a nursing education cost if that cost were to 
persist or increase even though the school 
were abolished. 


c—Reaching decisions by the public as to 
the institutions most capable of effectively 
providing for nursing education. 


To me personally, no concept of cost should 
imply that “cost” is the sole basis for deciding 
policies of nursing service and nursing education. 
Neither should emphasis on the necessity for ac- 
curate costs indicate that effort should be entirely 
one of reducing those particular “costs.” In fact, 
accurate costs computed on the basis of an avoid- 
able concept, may show the provision of funds 
for such an important activity to be lower than 
necessary to maintain current standards. Ex- 
ceedingly low and inadequate nursing costs thus 
might well become a source of serious concern 
and a warning for intelligent hospital investiga- 
tion. 


In the field of nursing education, the order of 
the day is a shifting emphasis. More and more 
that emphasis is placing nursing education in a 
category apart from the hospital. If the hospital 
wishes to carry on nursing education, it should 
recognize it as a joint activity, co-equal in im- 
portance with that of caring for the sick. As 
joint activities, every attempt should be made to 
safeguard the standards of both. Coordination 
is essential of course, but that coordination should 
take place at the level of the Board of Trustees 
in the management hierarchy. Such an organiza- 
tion will encourage the further development of a 
philosophy of nursing education along a fuller, 


broader curriculum of study rather than along 
narrow lines of vocational training. Nursing 
education will then be accepted not only as train- 
ing for a profession, but more important, as a 
way of life. And what other fields of education 
can offer so much for the individual and for the 
welfare of society? 


In conclusion, may I summarize by outlining 
the steps to be taken in the determination of costs 
acceptable for use. Chronologically, it is neces- 
sary to accomplish the following: 


Develop possible concepts of cost applica- 
ble to nursing education and nursing service. 

Select the concept of cost most useful for 
present purposes. 

Suggest procedures and methods for de- 
termining the financial cost as evolved by the 
accepted concept in a simple, inexpensive, 
and understandable manner. 

Relate financial costs so determined to 
standards of performance and variables so 
that reliable interpretations of results may 
be made. 


This discussion has dealt briefly with only the 
first of these objectives. In developing the con- 
cept of cost, recognition was given problems as- 
sociated with: 


1 Determination of total value of all assets 
consumed. 

Distribution of portions of that total to each 
accounting period. 

Allocation of the expense of each account- 
ing period among all the activities per- 
formed during that period. 


The intelligent use of costs so determined. 


2 


4 


The problems are grave but not insurmount- 
able. Concerted thinking and work by both hos- 
pital administrators and members of the nursing 
profession will shortly evolve a cost—acceptable 
—accurate—helpful. 





-— 
— 


The Supreme Court of Arizona Defines a 
Charitable Hospital 


Boards of trustees, administrators, and legal 
counsels of hospitals will be very much interested 
in reading the decision of the Honorable Supreme 
Court of the State of Arizona, speaking through 
Mr. Justice Lockwood. 


Mr. Justice Lockwood in this notable decision, 
which is reviewed in this issue, in the “Legal De- 
cisions Affecting Hospitals’ department, has care- 


60 


fully outlined the elements that determine the 
charitable character of a hospital and wisely 
states that “When charity is not to consist of a 
few sporadic acts for a small number of individ- 
uals but is to be extended to the public in general 
through a long period of time, it is generally han- 
dled by some institution which is able to collect 
the small gifts of the many, whether in money or 
services, and dispense them where they will do 
the greatest good, just as a reservoir collects the 
water from a thousand springs and passes it out 
in a regulated manner to its beneficiaries.” 
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Hospitals Day by Day 


Some Pointed Paragraphs 


@ The poor man hesitates to complain when he 
gets something for nothing. 


@ There is more in the administration of a hos- 
pital than may be séen from the office of the 
executive. 


@ “The letter of the law killeth” in hospital 
administration as in all other forms of human 
administration. 


@ In the earlier days of the hospital, the knowl- 
edge of “materia medica” was sufficient qualifica- 
tion for the practice of medicine, but a finer 
appreciation of environmental factors in their 
relation to human infirmities finally showed the 
importance of discovering and, if possible, cor- 
recting social maladjustments incidental to dis- 
ease. People who live in communities where the 
modern hospital flourishes pass their lives in a 
‘ more or less congested environment in which 
every move of major importance in their lives 
has its effect on the lives of their neighbors. 


@ The recognition and treatment of disease is an 
important but not an exclusive method of dealing 
with the problems of a sick man. 


@ The medical profession has been slow to learn 
that the treatment of a patient is not always a 
matter of drugs or surgery and has paid dearly 
for its conservation in the growth of a number of 
cults which magnify out of all proportion some 
form of cure which has restricted scientific appli- 
cation. 


@ The struggle between capital and labor belongs 
in the political arena and not at the bedside of 
the sick in hospitals. 


« As the class struggle intensified in recent dec- 
ades, some of the workers who, unlike their prede- 
cessors, thought of themselves first, made the dis- 
covery that the philanthropist and their tradi- 
tional enemy, the capitalist, were one, and began 
to look upon the hospital as just one more sweat 
shop to be destroyed, if necessary, in the mad 
rush to revolutionize our national economy. The 
capitalist-philanthropist, remembering the meth- 
ods that increased his profits in business, appar- 
ently thought that he could introduce them in 
hospitals while taking advantage of the devo- 
tional aspect of hospital work, forgetting, for his 
part, that profit accrues by a far different process 
in the hospital than in the factory and that the 
hospital must be governed as a social agency and 
not as a business. 
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@ If the strike is to be accepted as a weapon of 
labor warfare in voluntary hospitals, we shall 
eventually find that a victory with the hospital 
as a battlefield may prove to be a Pyrrhic victory. 


@ It is no crime to ask for an increase in wages. 


@ No philanthropist may lay the flattering unc- 
tion to his soul that his interest in the hospital 
is conclusive proof of his humanitarianism and 
social-mindedness, and that no further discussion 
on this point should be required with one of the 
beneficiaries of his charity. 


@ The tendency to lay down policies, make rules 
and regulations, develop schemes of organization, 
and then adjust patients and personnel to them 
is bound to defeat the purpose of the hospital in 
the long run. The ideal organization is the one 
in which the organization is formulated in the be- 
ginning with the needs of the individual patient 
as a basis and subsequently adjusted to inevitable 
changes. 


@ Clinical failure are extenuated somewhat when 
those who managed the case seek to bring them 
to view in order to prevent their repetition. 


@ The use of the term “incurable” should be con- 
demned as conveying an atmosphere of finality 
about the patient, as if the social agents had 
passed a life sentence from which there is no ap- 
peal. 


@ There ought to be a rule in scientific medical 
societies requiring a check-up of all cases reported 
cured, within a year or so after the claim has 
been made by the physician. 


@ That many hospitals have indulged in exploita- 
tion for the purpose of obtaining cheap nursing 
labor may readily be admitted, but we should be 
defeating our own purpose if we shut our eyes 
to the underlying motives for this exploitation, 
and to its consequences. 


@ How long is it since the value of the hospital 
to the community was measured popularly by its 
mortality rate? No decent hospital would now 
think of selecting its patients on the basis of the 
comparative risk involved, and no hospital should 
hasten to claim cures until they have been estab- 
lished in the follow-up clinic beyond a reasonable 
doubt. 


Contributed to Dr. List’s column by Dr. E. M. 
Bluestone, Director of Montefiore Hospital, New 
York City. 





Handling Grievances of Employees 


JAMES J. DRUMMOND 


cancer is never cancer in its earliest stages. 

What begins as a small tumor, or a sore 
which does not heal readily, may slowly or rapidly 
become cancerous. In the vast majority of cases 
this is certainly true of grievances. A difficulty 
which is diagnosed and treated properly as soon 
as it manifests itself will, in all probability, not 
become grievous or disrupting to the employee or 
the employer. 


T= pathologists tell us that what we know as 


At the outset it will be an evidence of wisdom 
on the part of the employer to realize that his 
organization or methods or systems are, most 
probably, not perfect. He will save himself much 
anxiety and unnecessary worry if he perceives 
from the start that the perfect employee or human 
being does not exist any more than the perfect 
employer exists. The realization of these truths, 
bromidic in their ancientness, will lead him to 
adopt an attitude of open mindedness and toler- 
ance which will undoubtedly react favorably upon 
his employees and himself if such an attitude is 
honestly and frankly assumed. 


Role of Department Heads in Employee 
Relations 


In an organization such as must prevail in any 
hospital large enough to require the services of 
even twenty or thirty employees the director will 
find it necessary to delegate much of his authority 
to heads of various departments. In the selection 
of such heads lies the first insurance for the pre- 
vention of much future grief. The straw boss or 
the tyrannical head of any group of employees 
may wreck the most beautiful and perfect social 
machinery for carrying on the work of a hospital. 
We have had frequent occasion to observe the 
damaging effects of a few grains of dust in a 
watch. The effect seems all out of proportion to 
the cause but the effect is there nevertheless. For 
this reason the periodic cleaning of our time-pieces 
is nothing less than common sense and we save 
ourselves the trouble and expense of more serious 
repairs quite frequently. 


At the Hospital Standardization Conference 
held in Chicago last October Joseph G. Norby, a 
former president of the Minnesota Hospital Asso- 
ciation and at present superintendent of Columbia 


Presented before the Annual Conference of the Minnesota 
Hospital Association, Minneapolis, 1938. 
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Hospital, Milwaukee, read one of the wisest and 
most timely papers on “Working and Living Con- 
ditions” which has come from the pen of anyone 
connected with hospital administration. I would 
like to call to your attention one very pertinent 
paragraph from this admirable paper—‘“In dealing 
with personnel management, we must bear in mind 
we have a problem which has become more acute 
as a result of movements set into motion many 
years back, such as compulsory education. A pub- 
lic with an average education in the high school 
bracket cannot be dealt with on the same terms 
as one with an average first grade education. 
We must therefore recognize that our workers 
are on a different stage of intelligence than for- 
merly. A check of the educational attainments 
of our personnel will surprise us and be of help 
in adopting the proper procedures.” It seems to 
me that herein lies one of the basic factors in this 
problem of handling grievances of employees. One 
does not handle adult minds and their problems 
with the same technique used for controlling the 
child’s mind and its problems. 


There is no substitute for that intangible but 
very real quality known as personality. It is cer- 
tainly true that hospitals, like other institutions, 
have personality and it is most probable that the 
personality of a hospital will be a reflection of the 
personality of its head. The most casual observa- 
tion will confirm this fact. Some personalities 
are sufficiently strong to leave the impress of their 
character upon employees in a very marked de- 
gree. If with strength we find gentleness and 
honesty and the faculty of being interested in 
others mixed in proper proportions the way of the 
employer and the employee will have few ruts or 
bumps. 


Getting Acquainted With Your Employees 


Where possible it is most desirable for the head 
of the hospital to know every employee by name. 
Without appearing officious he should become 
familiar with the home life of the employees. 
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Their church or club or other social affiliations 
should be known and a timely interest be shown in 
them. Not a week should be allowed to pass with- 
out the administrator having personal contact 
with every employee unless the size of the hospital 
absolutely precludes this practice. 


The frequent but casual request for an employee 
to tell the superintendent anything he has on his 
mind should never be overlooked. You may find 
a trouble maker or a morale builder much earlier 
by this method. Back-slapping and the rough 
familiarity of the tavern and the pool hall are 
unthinkable as methods of establishing friendly 
relations with employees. The overwhelming 
majority of people never relish having their 
superiors descend to the lower levels of social re- 
lations. They unconsciously, and sometimes con- 
sciously, wish to be elevated to the upper levels 
and to be treated as the equals of those whom 
they consider to be above them by natural or 
legitimately acquired rights. When we have true 
dignity it will take good care of us. When we 
have false dignity we have to be constantly taking 
care of it. It is just the difference between the 
brass door-knob and the gold door-knob. You 
deceive yourself if you imagine that the average 
employee will not very early distinguish the 
difference. 


Inability ef Employees to Get Along With Each 
Other—a Major Cause of Grievance 


One of the major causes of grievances is that 
occasioned by the inability of two employees to 
get along with each other. Such a condition must 
be detected at the earliest possible moment and 
the employees urged to adjust their differences 
between themselves. You must be careful to make 
them see that the management has done nothing 
to cause the difficulty and if it is not settled you 
will have to step in and make a decision which 


may not be to the liking of either employee. Make 
them realize that you do not wish to do this but 
in the interest of the institution and of the other 
employees you will be compelled to do so. If 
drastic measures are required you must not hesi- 
tate to apply them, for failure to do so may lead 
to a situation that will prove highly provocative 
of serious trouble. 


Preventing Causes of Grievance 


Prevention is always to be preferred rather 
than cure and to this end it will be most advisable 
to arrange the work and the hours of work for 
each employee in such a manner that no misunder- 
standing concerning either can arise. If meals 
are provided as part of the salary see to it that 
they are both good and ample. Nothing is so apt 
to cause dissatisfaction as a feeling upon the part 
of the employee that he is being “gypped” on his 
meals. The few additional cents required to pro- 
vide good meals is the best possible insurance 
against this grievance. Be careful to supply ade- 
quate and proper equipment for the performance 
of the employee’s work. Give an interested ear 
to the employee’s suggestions concerning his work 
and all matters connected with it. An intelligent 
worker will most probably be able to give you 
many pointers which will prove highly pertinent. 
Encourage the employee to think of better and 
cheaper ways of performing a given task. You 
will frequently be surprised to discover many and 
valuable savings as a result of this practice. 


The only absolutely safe and fool-proof rule, 
the only rule that has never failed to work with 
all kinds of people is the Golden Rule. Do not be 
afraid to practice it. The daily living of this rule 
is just as good for the employee as it is for the 
employer. An honest endeavor upon the part of 
both employer and employee to live according to 
this great rule cannot help but produce good 
relations. : 





Comment on Hospital Service Plan 


As Commissioner of Hospitals I would welcome 
the extension of voluntary group hospitalization 
or cooperative hospital care because I know of no 
other means of relieving the existing pressure 
upon the city’s hospital system, a pressure which 
has become almost intolerable and which, in the 
absence of a new and prolonged period of busi- 
ness prosperity, or a radical change in the present 
economic system, seems destined to grow in in- 
tensity from year to year.—S. S. Goldwater, M.D., 
Commissioner of Hospitals, City of New York. 


July, 1938 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 
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EDITORIALS 


The Courtesy Staff 


Hospitals are greatly helped by and indebted 
to the Council on Medical Education and Hospitals 
and the College of Surgeons, as well as to their 
own organization—The American Hospital Asso- 
ciation. The standards set by the former body for 
hospitals, which it approves for the education of 
residents and interns and the standardization 
campaign of the College, have made it far easier 
for trustees and hospital administrative officers 
to insist upon standards of practice for profes- 
sional staffs which must prevail if the hospital 
does its duty by its patients. 


There has been laxity in too many hospitals. 
High standards for the Courtesy Staff and care- 
ful consideration before accepting candidates 
should be insisted upon. An applicant should be 
known personally to the chief of the professional 
department in the hospital with which he wishes 
to affiliate. If the applicant is not known to the 
chief previous to his application, he should be 
requested to make an appointment for a personal 
interview. He should fill out a form which gives 
data as to his training and experience, present 
references as to his character and a definite state- 
ment as to the professional departments in which 
he desires the privileges of being associated. He 
should also be interviewed by the director of the 
hospital, and his references should be checked 
with the persons whose names he has given. When 
the director and the chief of the professional 
department involved have made up their minds 
as to whether or not the applicant should be 
appointed, this decision should be considered by 
the Executive Committee of the staff, and a suit- 
able recommendation made to the Trustees. 


In making this recommendation, care should be 
taken that the applicant is approved for his actual 
qualifications and nothing else. For example: ap- 
proval in obstetrics may well be divided. Certain 
thoroughly trained men would be authorized to 
undertake any obstetrical procedure, while others 
would be approved for “limited obstetrics” with 
the stipulation that they must call a consultant 
from a designated list upon indication of anything 
except a normal labor. 


The privilege of surgery should be given only 
to very thoroughly trained men. The require- 
ments become more rigid year by year. 
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The formation of the National Boards of Medi- 
cal Specialties, with their strict requirements 
should make these selections easier as time passes. 
Just what a courtesy staff member may do in the 
hospital must be carefully stated. It should be 
no longer permissible for a man approved for 
medicine to do tonsil and adenoid operations on 
the side—or to etherize, unless he has been 
authorized to undertake these procedures. 


The custom of permitting the referring physi- 
cian to give the anesthetic, or to assist at the 
operation, has been widespread. It should not be 
tolerated in any decent hospital. Such a procedure 
may endanger the life of the patient by forcing 
the surgeon to accept an incompetent assistant or 
anesthetist. It is one form of fee splitting. 


All hospitals should act in these matters. Do 


not let your hospital be one in which poor work 
is done by those who are excluded from other 


hospitals. It may increase income for the moment, 
but in the long run it will be fatal. . . . It is better 


to safeguard the patients. 
PF. 4. Wi 


We Take Our Stand 


Will the action of the Philadelphia Medical So- 
ciety, apparently backed by national medical offi- 
cers, attacking the local group hospitalization 
plan, end at that point? Or will it compel hos- 
pitals generally to fight to maintain existing and 
necessary standards of organization and service? 
It may be hoped that the wiser leaders of the local 
and national medical profession will not permit 
an issue to develop which would cause disruption 
between physicians and hospital governing au- 
thorities and which would be certain to enlist the 
general public because the proposed changes 
would bring confusion and increased cost to hos- 
pital patients. 


In this issue of HOSPITALS we publish as the 
lead article Dr. S. S. Goldwater’s distinguished 
discussion, “Medical Practice and Hospitaliza- 
tion,” presenting the issue and the answer con- 
vincingly. In this number we also publish on the 
third cover page the official statement of the 
American Hospital Association, setting forth 
principles and policies just adopted by our Trus- 
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tees. Hospital administrators and their trustees 
know how long and hard has been the effort to 
secure coordinated work among the members of 
hospital staffs, between the clinical and the lab- 
oratory branches, and between the staff and the 
administrative services. Such coordination is 
alike necessary in the interest of good service and 
reasonable economy for the patient and for the 
sake of larger professional opportunities for the 
physicians of the staff. The Association’s state- 
ment and Dr. Goldwater’s article emphasize the 
necessity of these principles, and express the cer- 
tain lowering of hospital standards which will 
result if they are put aside. 


In the United States there are about 100,000 
physicians who are connected with hospitals in 
one capacity or another. Of these, perhaps 50,000 
are members of the responsible active staffs. 
About two-thirds of these, in turn, serve their 
hospitals without any direct remuneration. There 
can be no doubt that it is to the interest of the 
great majority of the physicians on the respon- 
sible staffs of hospitals to maintain the high and 
hard-won standards of hospital organization; and 
if the issue must go to the public and is clearly 
explained to the public, we can be sure also that 
the public will stand with the hospitals and with 
the American Hospital Association. 


M. M. D. 


Obsolescence and the Hospital 
Museum 


Webster defines obsolescence as gradual “dis- 
use,” and museum as a Collection of “natural, 
scientific, or literary curiosities.” Deleting “nat- 
ural” and “literary,” we find hospitals concerned 
with the “scientific” in a discarded phase. Hos- 
pital accountants seldom evaluate the obsolescence 
of professional equipment. The rate of progress 
of scientific medicine, particularly in surgery, 
roentgenology, physiotherapy, urology, and other 
specialties has outstripped the statistician and 
accountant. It would astonish the average in- 
dustrialist to learn that the depreciation charge- 
off to some of these specialties, x-ray for example, 
should be not less than twenty per cent annually. 
Even our roentgenologists in their allegations 
that the hospital makes a profit out of their de- 
partment quite overlook this factor of rapid de- 
preciation and replacement. New inventions, im- 
proved adaptations, changing models, and high 
pressure salesmanship, rather than “wear and 
tear” account for most of the professional equip- 
ment costs that help boost hospital deficits. 
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A large percentage of this acceleration in help- 
ful scientific apparatus has occurred in the last 
twenty years. The clinician or specialist is rap- 
idly becoming a technician and a mere bag of 
instruments no longer suffices. Every physician’s 
office or house has its back room filled with dis- 
carded or obsolete equipment, and every hospital 
has its basement or attic museum. In recent yes- 
terdays, today, and tomorrows, it has been and 
will be, along with hypodermic proprietary med- 
ication, a most potent element in increasing hos- 
pital costs to the patient. 


That the patient and the public benefit by the 
resultant de luxe therapy and hospitalization is 
strikingly evident. In spite of pedagogic admoni- 
tion, the young physician is leaning more and 
more on laboratory and technical services for 
diagnosis and treatment. Conservative elders 
may frown on this fact as they will. The tyro 
in practice will have his mechanical apparatus, 
his shot syringe, his barbitals, and his electrical 
equipment along with his stethoscope, willy nilly. 


The progress of medical science demands that 
the “proven” and the new—the latter not always 
proven—be tried out. The creed that the sick 
and the maimed be afforded every opportunity 
for benefit or recovery cannot be denied. Charla- 
tans and medical cults thrive on this assumption. 
Scientific medicine based on research and clinical 
study knows no other creed. Hospitals must pro- 
vide the work shop, the tools, and the technical 
personnel for the application and trial of the new, 
as they discard the old. In the “trial and test” 
of therapeutic agents and equipment, freedom 
from empiricism has not been reached. A good 
part of the contents of medical or hospital mu- 
seums are not worthy of the space occupied. 
Products of “trial and error,” they deserve only 
a place in the chronological and historical record. 


W. L. B. 


Why Repeat Mistakes? 


The nursing problem has always been a major 
one in the administration of hospitals. It has 
not been satisfactorily solved and to many hos- 
pital executives it appears unsolvable. Increased 
requirements for admission plus propaganda al- 
leging a great over-supply of nurses, together 
with opportunities in other fields have so reduced 
the number of students applying for admission 
to nursing schools that many schools, especially 
in small hospitals, have been discontinued. 
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In practically all hospitals, large or small, nurs- 
ing by students has to a greater or less degree 
been supplanted by graduate nursing. The com- 
petition has been so keen for the services of grad- 
uate nurses that many hospitals have had diffi- 
culty in obtaining qualified graduate duty nurses, 
-not to mention paying for their services. A gen- 
eral adoption of the eight-hour day has not les- 
sened the difficulties of the hospitals. 


In their dilemma, the hospitals have turned to 
the subsidiary worker—ward helper, nurses’ aide, 
attendant, or whatever title under which she may 
be variously catalogued—as the solution to the 
problem of providing sufficient personnel for the 
care of patients. In the future, since there are 
not likely to be enough graduate nurses even if 
there were the means to employ them, the sub- 
sidiary worker will become a recognized fixture 
in the personnel of the nursing service of hos- 
pitals. Some hospitals have already inaugurated, 
and many more are contemplating the establish- 
ment of, schools for the training of these sub- 
sidiary workers. 


As was the case in nursing education, the chief 
consideration is not to meet community needs but 
to provide hospital service at low cost. It would 
seem that we have failed to profit from experi- 
ence. What will happen when subsidiary work- 
ers are given courses of training and turned 
loose on communities? What will happen to the 
sick, and what will happen to the nursing pro- 
fession? 


Conceding that the subsidiary worker is neces- 
sary, it would be well for hospitals, instead of 
promoting schools for their training, to employ 
them, train them, and retain them on a perma- 
nent basis at adequate wages. 


Despite the objections of some of the members 
of the nursing profession, there has been no 
sound reason yet advanced why subsidiary work- 
ers, under competent supervision, if properly in- 
structed cannot perform many of the duties here- 
tofore considered as strictly within the realm of 
nursing. It is perfectly absurd, for instance, to 
maintain that a reasonably intelligent young 
woman cannot readily be taught to take a tem- 
perature and record it; to make beds for ill pa- 
tients, or to carry out bed pan technique. 


Instead of opposing any such plan as threaten- 
ing infringement of their prerogatives, the nurses 
would do well to accept it enthusiastically as a 
means of preventing unfair competition from 
those who will inevitably hold themselves out as 
graduates of schools of nursing but who are in- 
competent to render the more technical services 
required of the nurse. If only numbers of sub- 
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sidiary workers adequate to fill the needs of hos- 
pitals are engaged and trained merely as employed 
personnel, without the formalities of special train- 
ing schools and certificates of graduation, they 
will continue in fact to be subsidiary workers, 
always under supervision of nurses. 


CoG RA 


Psychology of Treating Accident 
Cases 


The accident ward witnesses more emotional 
strain and anxiety than any other part of the 
hospital. This is natural, because crises come with 
startling suddeness; frequently the patient and 
friends are far from home and cannot be expected 
to have the same confidence in a strange hospital, 
or in strange doctors, as they would have if they 
were in a hospital and with doctors in their own 
environment. Sometimes the lack of financial or 
personal preparation causes as much worry or 
anxiety as the physical pain. And the ominous 
presence of a policeman and his notebook may 
make the patient feel he has committed a serious 
offense, in addition to having the misfortune of 
being injured. 


A careful study of the psychology of treating 
such patients is well worth the effort. A hospital 
may thus make many friends and leave a lasting 
good impression that may have results never an- 
ticipated. 


Thought should be given to the physical equip- 
ment and layout of the special emergency depart- 
ment. It should be fully equipped for all ordinary 
needs and have a well marked and accessible en- 
trance. Sufficient space should be provided to 
avoid “corridor treatment” and confusion. The 
rooms should have a quiet, dignified atmosphere 
with a minimum of hospital odors. 


Careful consideration should be given to the 
organization of the service. Patients and relatives 
become frantic and often exasperated if there is 
delay, particularly in cases of hemorrhage or 
shock. In times of emergency a minute seems 
like an hour. Some hospitals record to the minute 
the admission of an accident case, the arrival of 
the intern, ete. Any untoward delay in response 
is closely checked. In one large city public am- 
bulances favor one particular hospital solely be- 
cause of the efficient and prompt accident service 
given. Promptness in checking blood groups and 
in finding a donor is much appreciated. 


Quick impressions are formed from the manner 
in which the nurses and doctors go about their 
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tasks. Much depends upon the nurse in charge. 


If she is cool and calm in voice and manner, effi- - 


cient in her management of the immediate ar- 
rangements, alert to give comforting nursing at- 
tention to the patient and anticipate surgical 
requirements, she strikes a keynote for the whole 
service. Uncertainty and confusion are fatal to 
the creation of a good impression in the mind of 
a stranger. A new intern may give a false im- 
pression because of a natural hesitancy to assume 
responsibility or because of his technique, or lack 
of knowledge of the facilities of the department. 


The telephone should be out of earshot, as over- 
hearing conversations of staff doctors may not be 
in the best interests of the patient. 


We must not forget the psychology of handling 
the friends and relatives of the patient. A quiet 
room for consultation, personal accommodation, a 
cup of tea for a frantic mother—the little cour- 
tesies, and acts of consideration and kindliness 
which become big factors in building up commu- 
nity good will and support. 

G. i. &. 


Calm Yourself 


In these very troublesome times when we are 
having difficulty with our personal and official 
finances, when collections are becoming increas- 
ingly difficult, and we are facing the future with 
apprehension, it is interesting to see how history 
repeats itself. 


The following article is reprinted from Harper’s 
Weekly, Vol. 1, page 642 of the issue dated Octo- 
ber 10, 1857—eighty-one years ago. Quote: 


“It is a gloomy moment in history. Not for 
many years—not in the lifetime of most men who 
read this—has there been so much grave and 
deep apprehension; never has the future seemed 
so incalculable as at this time. In our own coun- 
try there is universal commercial prostration and 
panic, and thousands of our poorest fellow-citi- 
zens are turned out against the approaching win- 
ter without employment, and without the pros- 
pect of it. 


“In France the political caldron seethes and 
bubbles with uncertainty; Russia hangs as usual, 
like a cloud, dark and silent upon the horizon of 
Europe; while all the energies, resources and 
influences of the British Empire are sorely tried, 
and are yet to be tried more sorely, in coping 
with the vast and deadly disturbed relations in 
China. 


7 “Of our own troubles (in the U.S. A.) no man 
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can see the end. They are fortunately, as yet 
mainly commercial; and if we are only to lose 
money, and by painful poverty to be taught wis- 
dom—wisdom of honor, of faith, of sympathy 
and of charity—no man need seriously to despair. 
And yet the very haste to be rich, which is the 
occasion of this widespread calamity, has also 
tended to destroy the moral forces with which we 
are to resist and subdue the calamity.” 


Since the above forecast was written, America 
has witnessed the most progressive periods of 
history, and after this present depression, we 
again shall rise to periods of progress and pros- 
perity. Let us, therefore, face the future with 
hope and courage. 

W. E. L. 


Grapevine Communications 


The busy administrator of a large institution, 
however alert he may be, cannot possibly main- 
tain such intimate contacts with all departments 
as to be always acquainted with the many de- 
tails of operation, nor with the petty conflicts 
constantly arising where many people with di- 
verse qualifications and varying capabilities are 
working together. Under such circumstances the 
inexperienced or gullible executive is tempted to 
lend an ear to individuals who wish to advance 
their own interests at the expense of others by 
surreptitiously “dishing up the dirt.” 


The judicially minded executive will be ex- 
tremely wary of the self constituted advisor 
whose communications are secretly imparted and 
who is unwilling to face the accused. Such mis- 
information may be nicely classified in four cate- 
gories, viz.: (1) idle gossip of vacant minds; (2) 
malicious falsifications or deliberate lies designed 
to injure; (3) erroneous conception; and (4) 
opinions based upon faulty information. 


The competent, frank, and honest hospital ad- 
ministrator has no need for this underground 
means of communication which is invariably 
transmitted by individuals who fall into the same 
mephitic group as the anonymous letter writers, 
and who are quickly discouraged in an atmosphere 
of justice and fair dealing. 


The invariable response of the fair minded 
executive to those who volunteer adverse criti- 
cisms of others will be that such information can 
only be accepted in the presence of the accused, 
and any unwillingness to meet this condition 
squarely should be convincing evidence of the 
unreliability of both the information and the 
informer. 

W. H. W. 
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Survey of Hospital Personnel 


ARNOLD F. EMCH, Ph.D. 


Sectional Meeting of the American College of 

Surgeons,' I stressed the importance for each 
hospital to formulate and officially adopt a general 
personnel relations policy which would define the 
responsibilities, rights, and privileges of both em- 
ployer and employee in the hospital. Some of the 
reasons which I advanced for this suggestion are 
(1) that such action will tend not only to clarify 
the principles governing personnel relations in 
hospitals to the mutual advantage of all concerned, 
but to bring before the administrators and trus- 
tees, as well as the employees, the circumstances, 
conditions, possibilities and limitations of employ- 
ment in the hospital, (2) that such action will tend 
to standardize personnel policies and procedures 
in the community, thus eliminating gross discrep- 
ancies in hours, wages, and perquisites for com- 
parable positions—a point of considerable impor- 
tance where unionization of employees is immi- 
nent, (3) that such action will tend to raise the 
general standards of personnel practice, since ad- 
ministrators will not wish to incorporate or crys- 
tallize unreasonable, unfair, or inadequate pro- 
cedures into an official personnel policy or manual 
of practice, and (4) that a sufficiently comprehen- 
sive and well-defined personnel policy, if properly 
authorized and followed by a hospital administra- 
tion, will tend to make specific contractual agree- 
ments with particular groups of employees, super- 
fluous and hence unnecessary. This last I con- 
sider to be an especially important point. 


[:: a paper recently presented at the Midwest 


I indicated further that the absence of such a 
policy might be the occasion for misunderstanding 
between employer and employee, possibly leading 
to ill-advised action on the part of either, whereas 
the official adoption of and acquaintance with such 
a policy certainly could and doubtless would con- 
tribute to understanding, trust, and friendly rela- 
tions between the various parties concerned. 


Now obviously such an official personnel policy, 
stating explicitly, as it should, what the hospital 
can and will do and what it cannot and should not 
be expected to do in matters of personnel rela- 
tions, will require in its formulation not only an 
intimate knowledge of the institution’s resources 
and any special conditions which may exist in the 


1Cf. HOSPITALS, Vol. 12, No. 5, pp. 43-45. 
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hospital or the community, but personnel studies 
such as job analyses and job gradings and con- 
sultations with other hospitals and institutions in 
the immediate vicinity. For convenience these 
fact-finding and policy-determining studies may 
be classified under two major headings: the inter- 
hospital survey such as was conducted by the Chi- 
cago Hospital Council last year, and the intra- 
hospital survey, which is a necessary concomitant 
of the former. In the few minutes allotted to me 
for this discussion I shall have time merely to in- 
dicate briefly the major functions of these two 
types of surveys. 


Inter-Hospital Survey 


The purpose of an inter-hospital survey is essen- 
tially two-fold. On the one hand, it is intended to 
acquaint all persons concerned in the operation of 
hospitals with such comparative facts and issues 
as seem relevant to intelligent discussion of hos- 
pital personnel relations; on the other hand, it is 
intended to serve as a general guide for hospital 
administrators and trustees in establishing ade- 
quate personnel policies and practices in their re- 
spective hospitals. I use the word “guide” ad- 
visedly because such a survey will not determine 
the exact wages, hours, perquisite values, vaca- 
tion and sick-leave periods, or the many details 
incident to the development of a personnel pro- 
gram in a particular hospital. These details and 
specific determinations will require not only 
knowledge of the particular institutional situation, 
but also personnel studies, involving employment 
procedures, wage administration methods, em- 
ployee promotion methods, etc., within the hos- 
pital—in short, all those important studies which 
come under the head of an intra-hospital survey. 


In addition to considerations relative to such 
general problems as (1) the rise of hospital unions 
both nationally and locally, (2) the similarities 
and dissimilarities of voluntary hospitals and in- 
dustrial or commercial organizations, (3) the com- 
mon and special interests of hospital employer and 
employee, our inter-hospital survey in Chicago 
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included, (4) such general principles and recom- 
mendations as seemed at once feasible, just and 
desirable, (5) a functional classification and de- 
scription of typical hospital positions, and (6) an 
analysis of the reported data for more than 5,000 
hospital employees with specific reference to 
wages, hours, perquisites, time off, and vacation 
periods. In the paper previously mentioned I have 
already reviewed the general principles and rec- 
ommendations of this study.? These were for the 
most part derived from a knowledge of the best 
personnel practices in hospitals and commercial 
organizations in this country and Canada. Thus 
a so-called inter-hospital survey is not necessarily 
limited to hospitals alone but should include pro- 
cedures and factual information relative to per- 
sonnel practices prevailing in progressive and out- 
standing institutions of all types. 


As has already been suggested, one of the first 
things required in the determination of salaries, 
hours, perquisites, and time off for each position 
is a comprehensive functional classification and 
description of typical hospital positions. This re- 
quired the assembling and tabulation of all the 
duties, responsibilities and basic qualifications of 
all the typical positions in the hospital. For- 
tunately we had access to several classifications 
already in existence, the most thorough and com- 
prehensive of which was that prepared by Dr. 
R. C. Buerki for the University Hospital Execu- 
tives’ Council. Although this descriptive classi- 
fication was considerably modified and extended 
(we listed 135 classes of hospital positions), we 
nevertheless followed rather closely the original 
Buerki classification. 


In connection with an inter-hospital classifica- 
tion and description of positions, it should be re- 
marked that since hospitals are never precisely 


*Cf. also Dr. Arthur C. Bachmever, ‘Looking at Labor 
Unions," Modern Hospital, Vol. 49, No. 2, pp. 1-4. 


alike in personnel structure, no general classifica- 
tion of typical hospital positions is likely to fit 
every hospital in exactly the same way. A secre- 
tary in one hospital may be performing an ordi- 
nary routine secretarial job, without any particu- 
larly important responsibilities, whereas another 
secretary in, say, another hospital may be per- 
forming such tasks as to make her services invalu- 
able. This functional difference between two per- 
sons, both of whom are classified as secretaries, 
will doubtless be reflected in the respective sal- 
aries reported—and the question arises as to 
whether the two should be entered under one or 
two classifications. The difficulty in this connec- 
tion is simply this: If, on the one hand, the various 
classifications are not sufficiently particular or 
narrow, then the positions reported under any one 
classified head may not be functionally compar- 
able; if, on the other hand, the various classifica- 
tions are not sufficiently broad, i.e., when too many 
fine distinctions are introduced, then there will 
not be a sufficient number of employees reported 
for any one classification as to make the report 
statistically significant. A compromise between 
these two factors must be effected by including in 
any one category persons who are performing gen- 
erally comparable tasks. 


Once this functional and descriptive classifica- 
tion is complete, forms must be devised upon 
which participating hospitals may report data 
concerning each position. This is an exceedingly 
important aspect of the survey and warrants close 
supervision and scrutiny if complete and reliable 
data are to be obtained. After several bad starts 
in our survey, due to the error of asking each hos- 
pital to lump its data for each type of position, it 
was finally decided to secure for every position 
and for each employee the following information: 
Cash salaries; perquisites, including type of living 
quarters, number of meals, laundry, medical and 
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hospital care; hours per day and per week, and 
whether hours were broken or consecutive; days 
off per week ; and week’s vacation with pay. This 
information for each of the 5,011 employees re- 
ported from the hospitals participating in this 
study was tabulated as follows: 


The twenty-nine columns appearing under 
“Number of Employees Receiving Salaries as In- 
dicated” are arranged according to $10 intervals, 
commencing with $20-$29 ($29 being an abbre- 
‘viation for $29.99) and terminating with $300 or 
more.” The first horizontal line of figures under 
each type of position indicates the number of em- 
ployees receiving a cash salary within the respec- 
tive $10 intervals; the second horizontal line of 
figures indicates the number of employees receiv- 
ing a gross salary (cash salary and value of per- 
quisites given) within the respective $10 inter- 
vals. Thus the range of the cash pay rate or the 
range of the total pay rate for any one type of 
job may be determined by merely noting the low- 
est and the highest interval in which one or more 
employees are listed. 


The cash or total salary most frequently paid 
for any one type of position (technically known 
as the mode) may be determined by merely noting 
the column in which the largest number of em- 
ployees is listed. The middle salary paid for each 
type of job (technically known as the median) 
will be found in the column designated “Median.” 
The “mode” and the “median” should be of espe- 
cial interest to hospital administrators. It is, of 
course, obvious that any one receiving consider- 
ably more or considerably less than the indicated 
mode or median is either performing a function- 
ally different task than the majority or else is re- 
ceiving considerably more or considerably less 
than he or she should receive under the wage levels 
existing at the time of the survey. 


In order to approximate the total pay rate in- 
stead merely of the cash pay rate, it was required 
to establish certain equivalents for the conversion 
of perquisites into cash values. Although we em- 
ployed a schedule for this purpose, which inci- 
dentally was formulated after extensive delibera- 
tions and which conforms with the rates adopted 
by insurance companies for computing workmen’s 
compensation premiums, we felt that this schedule 
should not be adopted universally by all hospitals 
since there are inevitable differences in costs and 
values in the various hospitals. 


Under “Working Hours” will be found the num- 
ber of employees working consecutive or broken 
hours each day, the range of hours worked weekly 
by employees reported for any one type of job, 
and whenever significantly possible, the mode or 
most frequent number of hours worked by em- 
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ployees in any one class. Under “Days Off Per 
Week” will be found the number of employees 
under each type of position receiving 0, 14, 1, 144 
or 2 days off each week; under “Week’s Vacation 
with Pay,” the reported number of employees un- 
der each type of position receiving 0, 1, 2, 3, or 4 
weeks’ vacation with pay. 


It was specifically understood that this was a 
purely factual tabulation of reported actual wages 
and hours of hospital employees and was thus not 
intended to indicate standards or to rate positions. 
The table included full-time employees only; all 
others were excluded. 


Another aspect of the inter-hospital survey was 
the obtaining of wage and hour data from busi- 
ness organizations and industries employing per- 
sons in comparable categories. This information 
was not included in our report but was available 
to the hospitals wishing it for purposes of com- 
parison with their own wage and hour scales. 


Intra-Hospital Survey 


Although it has been shown that an inter-hos- 
pital survey is an essential part of any compre- 
hensive study of hospital personnel relations, it is 
nevertheless not adequate in itself to answer the 
manifold problems arising in the determination of 
wage scales, distribution of working hours, per- 
quisite values, specific vacation and sick-leave pe- 
riods, etc., in each hospital. These and other 
problems requiring special and expert study with- 
in each hospital are properly in the domain of an 
intra-hospital survey, i.e., a separate study within 
each hospital. It is doubtful whether exclusive 
studies of this sort should be conducted in the 
hospital without some consultation with and ad- 
vice from experts in the field in order to obtain 
the advantages of an objective point of view com- 
bined with the most modern methods of personnel 
research. In indicating briefly some of the as- 
pects of such an institutional survey I have here 
abstracted certain items of a check-list prepared 
by the Business Research Corporation of Chicago 
for use in hospital research. 


In determining the adequacy of employment 
procedures it is important to know under whose 
supervision employment is conducted; whether 
employment, transfer, or discharge is centrally 
controlled; what methods of selection are used; 
whether applicants for employment are given 
physical examinations; and what records are 
maintained of applicants, references, progress, 
personnel ratings, turnover, transfer, service and 
reasons for termination of employment. 


In determining the adequacy of wage admin- 
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istration methods it is important to know whether 


a classification of and specification for particular _ 


jobs have been made; what wage determination 
methods are used, and how paymerits are made; 
what policies prevail as to salary increases; what 
are the plans for wage incentive; and what are 
the practices as to vacation and holiday periods 
and absence and dismissal compensation. Evalua- 
tion of employee promotion methods requires a 
knowledge of personnel rating plans and records 
of progress. 


Evaluation of facilities for education and train- 
ing of employees necessitates information as to 
group and individual training available within the 
institution and at what period of service such 
training is available. 


A knowledge of the facilities for the mainte- 
nance of health includes not only the question of 
policies as to medical and hospital care given, 
periodic examinations, and accident prevention 
activities, but also of living conditions, and of the 
opportunities for rest and recreation. 


The policies governing working hours and wage 
scales for various classes of positions are of course 
oriented with reference to the material supplied 
by an inter-hospital survey and by the hospital’s 
ability to maintain a comparable scale. 


Conclusion 


Finally let me say that all these studies and sur- 
veys notwithstanding, the essentials of successful 
and harmonious personnel relations are contained 
in such simple virtues as knowledge, reason, de- 
cency and progressiveness. An administration 
must have knowledge of the conditions and re- 
sources of its own institution and of the com- 
munity; it must use intelligence and reason in 
analyzing and dealing with the problems which 
confront it; it must have a determination consis- 
tently to do the “decent” thing; and it must con- 
tinually be aware of the fact that there is no mid- 
dle ground between progress and retrogression. 
With these qualifications an administration will 
not fail to perform its task in accordance with the 
best principles that any personnel policy can offer. 





_- 
=< 


How Many Members Can Match This Record? 


For twenty-five consecutive years, each year 
since 1913, Howard E. Bishop, the administrator 
of the Packer Hospital, Sayre, Pennsylvania, has 
attended the annual conventions of the Associa- 
tion. 


The only other members who have attended the 
conventions for as long or a longer period, who 
can be recalled at this time, are Asa S. Bacon, the 
treasurer of the Association and superinténdent 
of the Presbyterian Hospital, Chicago, and 
Richard P. Borden, president of the Board of 
Trustees of Union Hospital, Fall River, Massa- 
chusetts. 


During the twenty-five years since he attended 
the annual conventions of the Association, Mr. 
Bishop has become an acknowledged and respected 
leader in the hospital field. His services to the 
Association are invaluable. He has occupied many 
positions of responsibility and trust, and is presi- 
dent of the American College of Hospital Adminis- 
trators for 1937-1938. 


It is a “fur distance” both in time and remem- 
brance to the 1913 convention. Dr. Frederic A. 
Washburn was president of the Association, and 
the convention was held in Boston. The member- 
ship of the association was less than 800, prac- 
tically all of them administrators of hospitals. 
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Among those attending were Doctors Winford H. 
Smith, W. L. Babcock, H. M. Howard, 8. 8. Gold- 
water, Thomas J. Howell, W. J. Wilson, Ralph 
Seem, John M. Peters, Joseph B. Howland, Henry 
M. Hurd, and C. Irving Fisher; Messrs. Richard 
Borden, G. W. Olson, E. 8. Gilmore, Asa 8. Bacon, 
Howard E. Bishop; Misses Ida M. Cannon, Eliza- 
beth Richard, Emma Anderson, Mary Riddle, 
Minnie Goodnow, and Charlotte A. Aikens. Among 
the subjects discussed were: 


“Medical Workshops as a New Hospital 
Department ?” 


“The Hospital and Dispensary and Social 
Reform” 


“The Function of the Hospital in Preven- 
tive Medicine” 


“Social Service in the Wards of a Gen- 
‘eral Hospital” 


“The Employment of Third-Year Stu- 
dents as Special Nurses” 


“The Grading of Nurses” 


“The Relation of Hospital Efficiency to 
the Efficient Organization for Home 
Nursing” 
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Responsibility of Hospital in Planning 
for Medical Care 


EMIL FRANKEL 


sibility not only to furnish adequate care for 

those who apply for treatment, but it also has 
an important contribution to make in the com- 
munity’s planning for a comprehensive system of 
medical care, for as has been well said “the hos- 
pital is, and will increasingly be, the central and 
strategic factor both in medical care and in med- 
ical education.” 


Ts general hospital has a particular respon- 


We all are in agreement that good medical care 
means to put at the service of every patient the 
best that the medical sciences can offer for diag- 
nosis and treatment; and that means, further, 
that the hospital must be given its proper place in 
the facilities being made available for the sick 
which “taken all together must be considered as 
a part of an intricate, delicately balanced, in- 
finitely specialized instrument.” 


During the development of the hospital toward 
the important place it now occupies in the whole 
fied of medical care, it continuously recognized 
its responsibility to minister humanely and scien- 
tifically to the sick, and to change its methods by 
adopting new and better ways of caring for the 
sick, and to utilize new medical discoveries de- 
signed to control and prevent disease. 


Hand in hand with the current advances in 
medical care has come a broadening in the hos- 
pital’s functions and in the relative responsibility 
which the hospital had to assume in the com- 
munity’s medical program. Today the hospital 
is asked to assume new responsibilities in divers 
directions. The purpose of this paper is to out- 
line briefly the trends these new responsibilities 
are likely to take.' 


Maternity Care 


The responsibility of the hospital in maternal 
welfare is on the increase in the opinion of a well 
known obstetrician (Arthur W. Bingham, M.D.’), 
because more obstetrical patients are being cared 
for in hospitals every year and because the well- 
organized obstetrical hospital unit is the ideal 
place to conduct an obstetrical case. 


Dr. Bingham regards it important for every 
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hospital admitting obstetrical cases to check its 
equipment and personnel in order to make sure 
they are adequate for the proper care of ma- 
ternity patients. 


Prenatal clinics are to be considered a part of 
a comprehensive system of prenatal care. Dr. 
Bingham feels that “the hospital which treats in 
its clinic only those cases which are to be cared 
for in its ward is only partially doing its duty 
to the public.’ 


Care of the Convalescent 


It is the responsibility of the hospital to help 
in the development of institutional and other fa- 
cilities which will help the convalescent patient 
on the road back to health. 


Many patients who have passed the acute stage 
of illness and no longer are in need of the con- 
tinuous medical and nursing care of a general 
hospital, can suitably be cared for in appropriate 


homes for convalescents. , 


In urban communities where a large number of 
patients discharged from hospitals are obliged 
to return to homes where they cannot obtain the 
type of care which is necessary for an accelerated 
recovery, it is especially important that adequate 
convalescent facilities be provided. 


Syphilis and Gonorrhea 


The dramatic campaign that is now being 
waged to stamp out syphilis and gonorrhea has 
called attention to the enormous services which 
the general hospital has rendered for many years 
in treating patients suffering from these social 
diseases, and to the key position it occupies in 
cooperating in measures for their control. 


With the popular demand for the development 
of a comprehensive social hygiene program, the 
hospital faces increasing responsibilities in this 
field. To achieve earlier and more adequate diag- 
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nosis and treatment of syphilis the following 
measures are recommended in most of which the 
general hospital is involved: “. . . the more gen- 
eral use of the dark-field microscope in diagnosis; 
the routine use of serological tests in general hos- 
pital patients; a larger proportion of expectant 
mothers brought under prenatal care, and re- 
ceiving routine tests for syphilis and gonorrhea; 
increase the out-patient, hospital, and laboratory 
services for diagnosis; added emphasis on well- 
established facts concerning the essentials of anti- 
syphilitic therapy; more epidemiological field 
work and medical social service; greater coopera- 
tion between the private physician and depart- 
ments of health in discovering sources of infec- 
tion; a more liberal attitude by general and 
special hospitals towards the admission of syphilis 
in acute and communicable stages; more generous 
facilities for treatment of the ambulatory patient 
with syphilis who can contribute little or nothing 
to the cost of his care; a broader attitude towards 
the education of the public in the means of pre- 
venting the disease’”* 


Care of the Chronically Ill 


It is the responsibility of the hospital to point 
the way toward providing care which will meet 
the needs of the chronic patient. These patients 
have been described as representing “....a gen- 
erally undifferentiated mass of prolonged illness, 
some of which is progressive, much of which is 
of unknown origin and not subject to arrest by 
means so far discovered. Such diseases usually 
lead to some form of permanent disability, and 
there is rarely, if ever, a complete restoration to 
normal health.” 


Difficult as it is now to provide for hospital care 
of the chronically ill the problem will be consid- 
erably aggravated in the future because recent 
population studies have shown that the people 
of the United States are tending to become an 
“aged population” and the proportion of the older 
age groups in the total population is constantly 
increasing. 


While skilled nursing care and custodial or 
home care suffices for a proportion of the chronic 
sick, a good many more require intensive medical 
care for diagnosis and treatment. 


Care of Cancer Patients 


In the report of the hospital survey for New 
York appears this striking statement: “If all 
present knowledge about cancer were used to the 
utmost, over one-third of those who develop this 
disease would be cured and returned to a normal 
life. About 2.5 per cent of all admissions to gen- 
eral hospitals are for cancer, and about one per- 
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son in ten over forty years of age dies of cancer. 


- So far special facilities for the diagnosis and 


treatment of this disease have not affected favor- 
ably its incidence or death rate.” 


The responsibility of the hospital in meeting 
the cancer situation would involve the organiza- 
tion of cancer clinics functioning at a high level 
both of medical personnel and of physical equip- 
ment; the provision of beds and aiding in the 
organization of cancer institutes.® 


Care of Heart Disease Patients 


The growing number of patients suffering from 
heart diseases make it desirable that the general 
hospital assume increasing responsibility for the 
care of this type of patient and that it provide 
facilities for intensive diagnosis and beds for pa- 
tients in the acute phases of the disease. 


Care of Diabetes Patients 


Diabetes patients are definitely on the increase 
in the United States. The responsibility of the 
hospital toward them can be fulfilled by providing 
clinic facilities with a specially trained staff, and 
by furnishing insulin to patients unable to pay 
for it, the hospital to be reimbursed for the in- 
sulin out of public funds. 


Care of Mental Patients 


As time goes on the general hospital will be 
asked to assume increasing responsibility with 
regard to the problems of acute mental illness. 
With the growing recognition of the importance 
of early diagnosis and treatment of mental dis- 
orders, the general hospital is being asked to give 
the nervous and mental patient the same early 
chance to get well that is afforded the physically 
ill; to provide psychiatric facilities which will as- 
sure the sufferer from nervous and mental dis- 
orders the same thorough examination and under- 
standing treatment which are obtainable by pa- 
tients sick with bodily ailments. 


It will be found that in the local general hos- 
pitals there exist already many of the facilities 
required for the diagnosis and treatment of men- 
tal disorders. The present out-patient depart- 
ment, with little modification in its organization, 
will be able to care for many persons suffering 
from nervous and mental disorders. Whenever 
needed, specialized psychiatric, medical, and nurs- 
ing services are available to the general hospital 
from the various state and county mental hos- 
pitals in New Jersey and neighboring states.° 


Organized Home Medical Care 


It has lately been advocated that medical care 
of the sick in their own homes be included in the 
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general program of the community for organized 
care of the sick, and be developed as an extension 
of hospital and out-patient service. The argu- 
ment is advanced that home medical care for in- 
digents, though more costly than dispensary serv- 
ice, is much less expensive for the community to 
provide than bed care in the hospital. 


If such home care is found feasible and is ex- 
tended, the hospital’s responsibility will be to see 
to it that the medical staff undertaking home care 
be organically related to the hospital in-patient 
and out-patient service, to assure professional 
competence and control, and to secure continuity 
in the patient’s care.’ 


Influences of Social and Economic Trends 


The recent social and economic changes which 
have influenced the financial affairs of social wel- 
fare institutions in general, likewise have influ- 
enced those of the hospital. 


In spite of decreasing incomes the hospitals 
have been called upon to furnish an ever increas- 
ing amount of in-patient and out-patient services. 
They had to accomplish this without lowering 
standards or discontinuing their long time policy 
of making available to their patients advanced 
methods of treatment and care that were based 
upon the results of medical research. There can 
be no lowering of these standards which are rec- 
ognized as characteristic of the work of the mod- 
ern hospital. It may very well be necessary, 
however, for the community to administer those 
financial resources that are available for social 
welfare objectives and in cooperation with the 
hospitals to evolve an economic administration of 
funds to satisfy the needs for free and partially 
free services. These needs are likely to continue 
for some time to come because of the large num- 
ber of people who still remain on the relief rolls 
and because of the exhaustion of the savings of 
large sections of the population. 


As we are devising new health measures to in- 


clude all the people of a community, the hospital’s 
responsibility will be to share in planning for 
medical care on the broadest basis. To this end 
a local organization (composed of representatives 
of medicine, public school health departments, 
private and public health and welfare agencies, 
etc.) will find it advisable to study the entire 
community’s health needs and to find for the hos- 
pital its proper allocation in the health and hos- 
pital budget. 


Dr. Haven Emerson’s thoughts in this connec- 
tion may well be heeded: “Community relation- 
ships of the hospital determine largely its public 
reputation and usefulness, which follow from the 
character of its management and the extent to 
which it shares in the problem of sickness care 
and other public matters of its neighborhood. The 
hospital as an indispensable institution for social 
purposes should share in community plans and 
efforts to better the care of the sick and to pro- 
mote human health.” 
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The Hospital and the Patient 


Today a man is brought into this world by an 
obstetrician. He is then turned over to a pedia- 
trician who treats his measles, his scarlet fever, 
and his mumps. In young adult life the surgeon 
removes his appendix and perhaps operates on his 
ulcer. At forty-five the internist treats his hyper- 
tension, and finally the urologist removes his pros- 
tate. This is in contrast to the days when one 
man carried him through all of these illnesses 
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until the patient’s physical—and I may add mental 
—shortcomings were engraved on the physician’s 
mind. 

In this day of increasing specialization and hos- 
pitalization it becomes correspondingly more nec- 
essary that the patient’s changing physical status 
be perpetuated by some means whereby the pa- 
tient may be treated in the light of what has gone 
before—Andrew J. McBride, M.D. 
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Care of Psychiatric Patients in a 


General Hospital 


LUCIUS R. WILSON, M.D. 


F THE seven thousand hospitals in the 
O United States, the largest number are 

classified as general hospitals. Most of 
these so-called general hospitals refuse to admit 
many types of patients, such as the psychiatric, 
chronic alcoholics, tuberculous, and those patients 
suffering from contagious diseases. Can a hospital 
truly be classified as a general hospital when it 
limits its admissions only to medical, surgical, 
and obstetrical patients and not provide facilities 
for the care of a vast number of the more common 
types of illness? It hardly seems proper, yet 
such is the common custom today. 


It is true that those patients to whom the gen- 
eral hospital frequently closes its doors present 
difficult problems in their care. Nevertheless, 
they must receive care, and there are many indivi- 
duals in hospital work who feel that the general 
hospital with its many diagnostic and treatment 
facilities should be prepared to render this ser- 
vice. The public also, whose support we con- 
stantly solicit, feels much the same way. The 
families of our communities are constantly urged 
to look on the hospitals as their haven in case of 
illness, and what a disappointment it must be to 
the family unfortunate enough to have a sick 
member who cannot be admitted to the hospital 
of their choice because that hospital is not pre- 
pared to meet the emergency. The time is near 
at hand when a hospital must be a general hospital 
in its broadest sense or be a special hospital and 
care for only certain types of illness. 


Duty of General Hospital in Providing Care for 
Mental Patients 


Patients with mental illness, who are most 
frequently excluded from the general hospital, are 
rapidly increasing in number. Authorities dis- 
agree as to prevalence of mental illness, but all 
agree that each year more and more individuals 
are suffering from mental disorders in one form 
or another and adequate facilities for the care of 
the mentally ill must be provided if the medical 
profession and the hospitals of our country are to 
continue as the agencies to safeguard our public 
health. Unless adequate facilities are provided to 
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restore mentally ill patients to normal health and 
their place in society, it is predicted that within 
the next few generations a very large percentage 
of the population will be incapacitated from men- 
tal illness and greatly add to our public health 
burden. The general hospital is considered the 
main health agency of each community, both from 
the point of view of treating the sick and of pre- 
venting illness; therefore, it is logical that it 
should develop a consciousness of the urgent need 
of care for psychiatric patients. In years past 
when epidemics ravaged the country, the general 
hospital promptly took its place in the battle 
against disease. Mental illness is now approach- 
ing the severity of an epidemic, and a fight against 
it must be organized. 


From an Economic Standpoint 


Let us look at it in another light—not as a duty 
but as an economic problem. During the past 
several years our general hospitals have reported 
low occupancy and have even closed portions of 
the hospital building because of lack of patients. 
During the same period the mental hospitals have 
been so over crowded that in.many instances little 
more than custodial care is given the patients. If 
the general hospital prepared to care for mental 
patients, their beds would be occupied and the 
mental hospitals relieved of some of their excess 
burden. This would result in better care for these 
patients and better clinical results. A few general 
hospitals in various parts of the country have 
developed psychiatric units and in all instances 
these units have been occupied to capacity, there- 
by converting unoccupied space with its economic 
loss to a useful service with financial returns. 
Those hospitals also have been more nearly ful- 
filling their obligation to society than the hospitals 
unwilling to exert themselves to the extent of pro- 
viding additional facilities for the care of the ill of 
their communities. 
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Essentials of Care for Psychiatric Patients 


The essentials of care for psychiatric patients 
are not different to those of any other type of 
patients. Trained personnel and adequate facili- 
ties are all that are needed to render service to 
any group of patients. No more is needed for the 
care of psychiatric patients. In some hospitals 
the psychiatric service is considered a part of the 
medical service. In other hospitals it is organized 
as a separate department. In either case a capa- 
ble psychiatrist is essential to its organization and 
he should have a competent staff of associates, 
the number of which depends on the number of 
patients, training of personnel, and other factors. 
The nursing service should be under the direction 
of a trained supervisor with a suitable staff of 
graduate nurses experienced in the care of 
psychiatric patients to properly staff the division. 
Student nurses in those hospitals conducting a 
school of nursing should be as carefully educated 
in psychiatric nursing as in any other nursing de- 
partment. There is at present quite a demand for 
nurses with psychiatric nursing experience, and 
the school of nursing offering such preparation is 
to be commended. Male and female attendants 
supplement the nursing staff, and perform the 
many duties that do not require the attention 
of the nurses. These attendants must be properly 
trained in the management of psychiatric patients 
the same as attendants on other hospital divisions 
require training and experience in their particular 
duties. The payroll of a psychiatric unit is the 
major expense item. Few special diets and only 
a small amount of medication is required. 


Planning for Psychiatric Patients in General 
Hospitals 


The hospital facilities must be as carefully 
planned as for a surgical, obstetrical, or other 
special department. Prison-like rooms are not 
conducive to good results, so rooms for mental 
patients should be as attractive as for any other 
group of patients. A treatment room is needed on 
the division for forced feedings, wet packs, and 
other treatments. Cheerful lounging rooms which 
can be used for social activitiés add much to the 
happiness of the patients. All windows must 
be of the escape proof type, but free of bars and 
grills. Several attractive escape proof windows 
are now available, and when properly installed the 
patient has no feeling of forced confinement, and 
will rarely attack the windows in an effort to 
escape. Strong rooms must be prepared for the 
acutely disturbed patients. Special features, 
such as continuous flow tubs, physiotherapy, and 
occupational therapy are needed, but since most 
general hospitals of today have such facilities, it 
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is an easy matter to arrange for their use by the 
psychiatric patients. Recreational activities are 
most important and this phase of the hospital 
routine should be directed by a trained individual. 
Any form of recreation in which a patient can 
be interested is of benefit, so provisions should be 
made for a variety of indoor and outdoor 
activities. 


To even thus briefly mention the needs of a 
psychiatric unit sounds formidable, but as a mat- 
ter of fact, the required facilities are no more 
difficult to install and operate than the facilities 
for any other unit. An obstetrical unit must 
have its delivery rooms, nursery, isolation rooms 
for both mothers and babies when infections de- 
velop, formula room to prepare the babies feed- 
ings, trained personnel, and many other features. 
A surgical unit must have its expensive operating 
rooms, treatment rooms, dressing carts, isolation 
rooms, and all provisions for aseptic technique. 
The psychiatric unit is no more difficult to con- 
struct and manage than either of the two units 
just mentioned, without which no hospital would 
be termed a general hospital. 


There is a pronounced tendency on the part of 
lay people to look on mental illness as a definite 
stigma from which the entire family of the patient 
must suffer. There seems to be no escape from 
this if the patient is sent to a sanatorium or a 
hospital bearing the name of a psychiatric institu- 
tion.. If the patient is admitted to a general 
hospital the nature of the illness need not be 
known, or if it is known there is a tendency for 
acquaintances to minimize the stigma. This is 
of great value to the family and greatly increases 
the popularity of the general hospital for the care 
of the mentally ill. 


Advantage of the Facilities of the General 
Hospital in Psychiatric Care 


Another decided advantage is the convenience 
of all facilities of the general hospital to aid in 


diagnosis and treatment. A _ laboratory pre- 
pared to carry out any laboratory procedure is of 
great importance, and all general hospitals main- 
tain a laboratory. Consultations with specialists 
in all fields are easily available, and it is surprising 
how often the psychiatrist has occasion to call for 
help on his associates who are specialists in other 
fields. Frequently, the underlying cause of the 
mental condition is some obscure ailment, and 
mental health cannot be restored until it is re- 
moved. Mental patients are subject to the same 
illnesses which normal people contract, so help 
is often needed to combat an unrelated illness, 
such as a cardiac condition, respiratory infection, 
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or any of the numerous surgical conditions com- 
mon to the human race. Very few psychiatric 
institutions are prepared to treat a complicating 
disorder, and for this reason the mentally ill can 
receive more adequate care in a general hospital. 
It was formerly believed by many that caring for 


a psychiatric patient in a general hospital was" 


similar to a smallpox sign on the door, and that 
other patients would shun that hospital. Such is 
not the case. It is far better to have a division 
to which a mentally ill patient can be admitted, 
properly treated, and segregated from other 


patients than it is to occasionally admit such pat- 
ients on general divisions as most general 
hospitals are now forced to do. 


Last, but not least, the care of psychiatric 
patients is a source of revenue, a thing most 
urgently needed by all hospitals. This item, com- 
bined with the many advantages offered the men- 
tally ill by the general hospital, can lead to but 
one conclusion—namely, the general hospital of 
today should provide facilities for the care of 
these patients. 





Philadelphia Court Will Attempt to Define Hospitalization 


The question of what constitutes hospitaliza- 
tion will be answered in the civil courts of Penn- 
sylvania, as the result of objections raised by the 
Medical Societies of Philadelphia and Pennsylva- 
nia against granting a charter to the incorpora- 
tors of Associated Hospital Service of Philadel- 
phia. The incorporators drafted a plan for 
non-profit hospital care insurance which was pre- 
sented to Commissioner Owen B. Hunt, and ap- 
proved by him on May 19, 1938. Provisions of 
the plan were essentially the same as those now in 
force in Pittsburgh, Harrisburg, New York City, 
Baltimore, Boston, Cleveland, Chicago, and other 
metropolitan areas. 


On Monday, May 23, the incorporators, repre- 
senting the trustees and administrators of some 
of the leading hospitals of Philadelphia, applied 
for a charter before the Court of Common Pleas, 
Number 7. Attorneys for the Medical Societies 
objected on the grounds that the proposed con- 
tracts with hospitals were in violation of Act No. 
378 for the “regulation by the Insurance Depart- 
ment of non-profit corporations organized to pro- 
vide hospitalization for subscribers.” 


The violation of the law is presumed to arise 
from the inclusion of x-ray, laboratory, and anes- 
thesia services as well as electro-cardiograms, 
basal metabolism tests, and physiotherapy. The 
issue centers around a definition of “hospitaliza- 
tion,’”’ rather than the legal or professional aspects 
of hospital care insurance. Attorneys for the So- 
ciety have taken the position that it is illegal for 
a hospital to provide patients with any care which 
involves the rendering or supervision of a physi- 
cian’s services, and that existing practices of hos- 
pitals in furnishing such care to private patients 
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constitute the illegal sale of medical services by 
hospitals. 


Judge Sloane of the Court of Common Pleas has 
referred the case to the Hon. Arthur Weil, Master, 
to examine evidence and make a recommendation 
on the issuance of a charter. His recommenda- 
tion will affect not merely hospital care insurance 
in Philadelphia, but hospital service to the general 
public throughout Pennsylvania and the United 
States. The proposed charter does not require 
participating hospitals to alter any of their ex- 
isting relations with their salaried staffs or pri- 
vate physicians. 


The effect of the medical societies’ position is 
to demand that hospitals be prohibited by law 
from providing services rendered or supervised 
by physicians. The American Hospital Associa- 
tion considers these demands contrary to sound 
existing practices in hospitals and to good medi- 
cal standards, public welfare, and public health. 
Present practices of hospital organization have 
been developed in response to public need, and 
for many years fostered by the professional asso- 
ciations of this country, including the American 
College of Surgeons, the American Medical Asso- 
ciation, and the American Hospital Association. 


The discontinuance of the present relationships 
between hospitals and physicians would make it 
necessary for each patient to establish business 
relations with, and pay fees to, each physician 
contributing directly or indirectly to his care in 
the hospital. Such a multiple fee system would 
lower the quality of medical care, diminish hos- 
pital efficiency, and increase costs of service to 
the hospital patient. 
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Patients Lost and Found 


HORACE GRAY, M.D., and V. PLATT, R.N. 


who fail to keep appointments to return to 

the hospital’s out-patient department. Peri- 
odical pursuit of such patients serves several pur- 
poses: (1) To convince patients of our continued 
concern, and to persuade them to persist in long- 
time treatment, particularly when dealing with a 
chronic disease like diabetes; (2) to determine 
the satisfaction of patients with the treatment 
given; (3) to reconsider from time to time 
whether a special service in a given department 
should be decreased in view of the labor lost, or 
increased in order to regain absentees. 


To term “Clinic Fails” is used for patients 


Follow-Up Rule 


Our practice in the diabetic clinic with regard 
to the follow-up of patients has been: On the day 
a patient fails to keep an appointment, a post card 
is sent asking him to come a week later; secondly, 
if there is still no response, a second post card is 
sent; and finally, a home visit is made by the 
clinic nurse, a person familiar to each patient be- 
cause at each visit she weighs him and does a 

.Benedict test on the 24-hour urine portion 
brought in. Furthermore, we have gradually re- 
duced the interval between visits until it is rarely 
more than 3 months. If then he fails to return, 
he will have had 2 reminders and been paid a 
home visit, all within 1 month. This makes 4 
months from the last visit, a time mark of impor- 
tance, since after that interval so many patients 
move without leaving a trace that later follow-ups 
are seldom rewarding. 


Follow-Up Results 


As material we took 414 names consecutively 
from an alphabetical card-index ‘file made for all 
diabetics ever examined in this clinic, either be- 
fore our connection with the case or from 1929 
on. This unselected series of patients was fol- 
lowed up by several methods: Patient’s clinical 
history, post office mailing-list, letters, and home 
visits. After the follow-ups had been completed, 
the results were arranged in two-way tables, in 
which the rows showed the distribution by re- 
sults, and the columns showed counts of the pa- 
tients according to interval since latest visit to 
the clinic. These tables will now be condensed 
or summarized by the main items, simplifying 
them by expression in percentages. 
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Interval Since Last Visit 


Survey of these 414 unselected histories showed 
that the interval was distributed as follows: 


: pov 1-2 2-3 3-4 4-5 5-6 6-7 7-8 8-9 9-10 10+ Total 
117 55 55 40 25 39 45 16 1 1 20 414 
Even if the scattering numbers at 7 years and 

over are pooled, this classification by columns is 

not very illuminating; and so, considering the 
moderate size of our series, may be dispensed 
with in presenting subsequent topics. 


Patient’s History 


Examination of the clinical record alone elimi- 
nated 123 patients, as shown in Table 1: 


Table 1 


CASES CLOSED BY HISTORY 


Non-Resident 

Resident 
Dead 
Moved, no address 
Transferred to own doctor 
Transferred to another clinic 


Grand Total 


Post Office Revision 


Next, in order to obviate useless visits, a group 
of 61 patients’ names, with such addresses as we 
had, were revised in accordance with Post Office 
records. Of the 61, there proved to be 2 dead and 
29 unknown, closing 31 more cases. 


Further, 10 addresses were confirmed and 4 
corrected, but in fact found on home visit to be 
obsolete, i.e., moved without leaving address, 
amounting to 14 more closed cases. On the other 
hand, 9 confirmed and 7 corrected addresses were 
used successfully in home visits; total, 16. The 
40 patients in this paragraph will be included in 
the tabulation of home visits. 


As measure of the utility of this revision, we 
may re-state the results as follows: by the revi- 
sion 7 patients, i.e., 11 per cent of the sample sub- 
mitted, were recovered. 





Letters 


Next letters were sent to a group of 134 pa- 
tients with these main findings: (a) By letters 
7 per cent were recovered, the same fraction as 
happened to be recovered by the method of Post 
Office revision; (b) by letters a large number of 
cases can be closed or recovered without consum- 
ing visiting time, namely 67 per cent. 


Considering the classification by intervals, we 
found that of the 10 patients regained by letters, 
half were pursued within one year; again we con- 
clude that late follow-ups are not worth while. 
Details in Table 2: 


Table 2 


LETTERS 
Per Cent 


Letter returned, i.e., patient moved 50.0 
Letter delivered, but no reply 40.3 
To own doctor 9.7 
Returned to clinic 7.5 
Letter answered, promising to return, but 

failed 2 1.5 


100.0 


Home Visits 


The term, “home visits,” is convenient for what 
more precisely might be called “individuals visited 
at home.” Some were visited two or even three 
times, but since (a) these formed a very small 
part of the whole, and (b) our interest is in the 
number of patients retrieved, rather than the total 
number of visits, we use the briefer term. The 
results are condensed in Table 3. 


Some of the headings may be subdivided in- 
structively. The 15 who declined to return, be- 
cause they considered they were doing well, are 
divisible into those with whom the nurse agreed 
equals 9 or 60 per cent, and those whom she 
judged in error equals 6 or 40 per cent. 


Similarly, the 10 who promised to return but 
never did are split into those the nurse thought 
doing well equals 3 or 30 per cent and those doing 
badly equals 7 or 70 per cent. 


Pooling these groups under the head of those 
visited but not returning, 25 in number, those 
doing well equals 12 or 48 per cent, poorly equals 
13 or 52 per cent. 


The last group in the table, the 11 patients who 
in fact returned to the clinic, would be expected 
to show the best condition when divided as be- 
fore, and expectation was justified, for those do- 
ing well equals 9 or 82 per cent and those doing 
badly equals 2 or 18 per cent. 


In interpreting these findings it is to be noted 
that our policy is to invite patients to return on 
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appointed dates at least every 3 months, with rare 
exceptions. In diabetes, as in certain other 
chronic diseases, our experience agrees with that 
of sundry observers who hold that long interims 
induce carelessness, and that therefore one should 
not let patients use their own judgment about 
postponing return until they develop complaints. 
The menaces they thus risk, gangrene, coronary 
disease, and retinitis, are too common, too insid- 
ious, and too grave. 


Table 3 


HOME VISITS 
No. Per Cent . 


Outright discards (moved, dead, etc.)..... 35 49.3 
Declined to return yA 
Promised to return but did not 14.1 
Returned to clinic 15.5 


100.0 
Patients Returning 


Patients returning may be surveyed according 
to method. In the entire series of 414 about twice 
as many were recovered by home visits as by let- 
ters, showing the great value of the former. In 
the one-year interval group follow-up visits were 


‘much more fruitful than in the entire series, re- 


covering 30 per cent of the effective number 
chased (i.e., those not discarded as hopeless be- 
cause of death or moving without trace). For 
details see Table 4. 

Accordingly, for the year beginning January 
1, 1938, we are following all “clinic fails” within 
one month in order to discern how much better 
results we can obtain. 


Moved 


An astounding proportion of our patients, tak- 
ing only residents, were lost, namely 144 or 35 per 
cent of the 414. Of the 144, 12 per cent moved 
within a year. Details in Table 5. 


Patients Lost 


Moving was the worst but not the only cause 
for lost patients, witness Table 6. 


Table 4 


PATIENTS RETURNING 

Net No. Patients 

i.e., No. returned 
not discarded No. of in per cent of 
Gross fordeath patients Gross Net 
Entire Series No. ormoving§ returned No. No. 
Letters 66 10 7.5 15.2 
Home Visits ... 85 36 ila 12.9 30.6 


102 21 10.2 20.6 
Under 1-Year 
Interval Only 
Letters 17.9 27.8 
Home Visits . : ‘ 


30.3 
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Table 5 


PATIENTS MOVED 
Interval Since Last Visit 
Under 

1 12 23 3-4 45 5-6 6-7 7+ Total 
History .... 2 0 0 0 0 0 0 0 2 
Post Office.. 0 7 6 7 3 8 8 4 43 
Letters .... 10 5 10 7 3 5 18 9 67 
Home Visit. 6 6 9 1 2 5 2 1 32 
Total No... 18 18 25 15 8 18 28 14 144 
Total Pet... 12.5 12.5 17.4 10.4 5.6 12.5 19.4 9.7 100.0 


Table 6 


PATIENTS LOST 
No. Per Cent PerCent 
of 227 of 414 
Moved, no address.......ccse0- 144 63.4 384.8 
Letter delivered but unanswered 54 23.8 13.0 
Visited but did not return 29 12.8 7.0 


100.0 54.8 


Table 7 


SUMMARY TABLE 
Per Cent 
No. of 414 


Presumably recoverable, but did not return 227 
Non-Resident, therefore not visitable 6 
Dead 

Current, hence not yet due to return 

Recovered 

Transferred to own physician 

Transferred to another clinic 


Summary 


Clinic fails, i.e., patients who did not keep their 
appointments, were studied in a random sample 
of 414 diabetics. The number of patients who 
came to the clinic, then moved or declined to re- 
turn, amounting roughly to 55 per cent of the 
entries in Summary Table 7, is discouraging from 
the viewpoint of the time spent on them by ad- 
mitting office, clinical clerk, nurse, dietitian, and 
physician. All the more in the light of the pres- 
ent hue and cry demanding reform of medical 
care by legislation. 


The analysis clarifies the importance of (1) 
continuity of follow-up and (2) home visits by 
the clinic nurse. 
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Mrs. Ena Backus, and for financial aid to an 
anonymous donor. 


References. — The utility of a study like this 
would be greatly enhanced by comparison. Un- 
fortunately the literature on diabetes is so enor- 
mous that we have foregone the hunt for similar 
studies. We should be glad to have our attention 
called to any, which might be used later for 
comparison with results of the current year’s con- 
tinuation of this study. 





Steam Traps 


It requires 965.7 heat units to convert one 
pound of water into steam at 212° F. and only 
73 heat units to raise the pressure to sixty 
pounds. When this steam is cooled to 212° F. 
and cendensed to water to 212° F. it is capable 
of giving up the same amount of heat. In other 
words, the process of condensing steam at at- 
mospheric pressure will give up more than 10 
times as much heat as will the reduction from 
sixty pounds to atmospheric pressure. 


The steam trap was designed to permit utiliza- 
tion of the thermal units given up by the steam 
in its condensation to water. 


It is a mechanical device which will permit the 
passage of the liquid, water, but will not permit 
the passage of a vapor, steam. 


The usual design involves a mechanical valve 
which remains closed until a desired amount of 
water has collected, and then “dumps” automat- 
ically. More recently a trap has been devised 
which depends for its action on the weight of a 
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column of water, and thus it has no moving 
parts and, therefore, no wear or repair. 

The steam trap is used in connection with any 
device which uses steam for heating purposes; 
sterilizers in the operating suite, on radiators in 
the heating system, on the waste line from steam 
kettles in the kitchen, flat work ironers, presses, 
and tumblers in the laundry, or on waste line of 
water heater in the boiler room. Always placed 
on the waste or return line they hold the steam 
until it has given up all its heat and has condensed 
to water. 

Experiments on a one-hundred gallon steam 
kettle showed that with %4-inch valve on waste 
side wide open and condensate blowing through it 
took 214 pounds of steam and twenty-four min- 
utes to boil. Throttling the outlet valve to 14-inch 
took 189 pounds and thirty-one minutes. Trap- 
ping the outlet reduced the steam required to 160 
pounds and the time to eighteen minutes. Applied 
on a flat work ironer, for instance, this would 
mean that the speed could be increased by at 
least one-third, with resulting saving of labor 
and power for operating the machine. 
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Cost and Administrative Problems in the 


Food Department 


ANTON C. NEGRI 


institutions are being given greater consid- 

eration as the knowledge of their far-reach- 
ing effect on the patient and on institutional effi- 
ciency increases. 


Fins preparation and service in hospitals and 


The responsibilities connected with the opera- 
tion of the food department, require supervision 
by capable dietitians, with thorough knowledge 
of the purchasing and handling and preparation 
of food, its distribution, and its service. They 
must have the ability to direct the personnel who 
work and give service in this department. 


In the preparation and serving of meals for the 
hospital personnel and the patients the food de- 
partment requires the coordination of the house- 
keeping department and the engineer’s depart- 
ment, each of which naturally come under the 
executive control of the administrative depart- 
ment. It would be impossible for the food depart- 
ment to function properly without having immedi- 
ate cooperation from the engineer’s department, 
from which many important services are supplied. 


Another problem is the maintaining and repair- 
ing of equipment. The engineer’s department 
that keeps the dietary equipment in good work- 
ing condition is giving an important contribution 
to good institutional service. 


Two of the primary factors of good manage- 
ment is standardization and the establishing of 
a policy for operation. Therefore it is necessary 
for the food department to inaugurate a policy 
and a standard of food to be acquired, prepared, 
and served. In this connection, it is very impor- 
tant and necessary to formulate detail instruc- 
tions for the department and the employees 
therein who are under the direction of the chief 
dietitian. It is even more essential to make and 
maintain standardized recipes for food, befitting 
the type of institution or hospital, on which is 
indicated the ratio, approximate caloric contents, 
and the cost, as well as indicating the proper size 
of portions or quantities for a satisfactory and 
adequate food ratio according to the standard 
adopted. 


Presented before the Tri-State Assembly, Chicago, May, 1938. 
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Budget and Expenditures 


The purchasing of food is not a difficult task 
if the executive in charge of the food department 
possesses a thorough knowledge of the various 
types of food and equipment, and the value, quan- 
tity, and quality, which are required for the pur- 
pose of an efficient standard as adopted for the 
institution. 


It is important to realize the fact that in pur- 
chasing food, a strict rule should be complied 
with, and that is to use the U. S. Standard 
weights and measures—and not containers with- 
out knowing the weight they hold. By following 
the use of weights, and measures, it will give the 
buyer the opportunity for actual comparative 
offers and costs. 


The economical purchase of food by measures, 
weights, counts, quality, and quantity, plays an 
important part in the preparation of menus. In 
hospitals and institutions, it is advisable to pre- 
pare the menus from four days to one week in 
advance. By having standardized recipes, and 
having the knowledge of market conditions, and 
knowing your stock on hand, the making of menus 
is made much simpler. 


Budgeting of expenditures has become an im- 
portant factor in the operation of every type of 
modern business. It is most important to budget 
the food department. By budgeting, it should 
be understood that the total appropriation for 
the food department is not the only requirement ; 
the total budget should be distributed in accord- 
ance with the departmental requirements within 
the food department, and distributed also into 
daily averages. 


We must bear in mind that the auditing or 
controlling department of an institution is the 
principal supervisor of the various budget ex- 
penditures, and it necessarily follows that the 
service rendered by that department to the food 
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department is of the greatest importance. It 
is only by being informed of the facts period- 
ically in regard to the condition of the budgets 
and the daily expenditures made for the food de- 
partment that it is possible for the chief dieti- 
tian to have the organization function properly 
within the allotments. 


Quoting from my final report on Cook County 
Hospital to the County Commissioners of Cook 
County: 


“Bear in mind as shown by my reports, that 
at the time I began my work on March 1, 1937, 
at the hospital, the appropriation of the supply 
budgets for the first quarter which includes the 
months of December, 1936, January and Febru- 
ary, 1937, were over-drawn $47,792.21. The dif- 
ference of operating cost for nine months, from 
March 1 to November 30, 1937, was less than the 
operating cost for nine months from March 1 to 
November 30, 1936, to the amount of $152,030.94.” 


In my judgment, it is essential that the dieti- 
tian should maintain or have caused to be main- 
tained, a record of the daily expenditures for 
merchandise received as well as issued to the de- 
partments from the storeroom, so that when pre- 
paring menus, the cost of commodities must be 
taken into consideration in order to properly de- 
termine the price per portion and the daily cost 
of meals. 


It is my firm belief that no menus should be 
issued for preparation unless the cost has been 
figured thereon in advance. The variety of food 
obtainable is so great that it makes possible the 
elimination of steretoyped menus. It is well to 
consider an issuing stockroom in which the quan- 
tities are weighed and set up for each of the 
recipes which are to be used the following day, 
on the menus. This will insure a definite control 
of the standardized preparation of food. 


Results quoted from report on Cook County 
Hospital; Budget No. 313—Foodstuffs—of Cook 
County Hospital. 


“This budget was overdrawn during the first 
quarter to the amount of $9,749.73 or at the rate 
of $3,249.91 per month, which if continued would 
have overdrawn the food budget to the amount of 
$38,998.92 without considering the increased 
market prices as shown by previous reports 
prevailing during the nine months. By operating 
on the same basis during the month of March, 
but with perpetual inventory and budget control, 
the operation of the food department was 
$3,601.67 less than the average monthly expendi- 
tures of the first quarter of the 1937 budget year. 
Additional necessary food requirements to make 
an adequate food ration and balanced diet to a 
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standard as now exists in the hospital have been 
made in addition.” 


Monthly Distribution Sheet 


In order to keep an accurate record in any 
institution, the food department should set up 
either a daily or monthly distribution sheet, indi- 
cating the amount and cost of food delivered into 
the various subsidiary departments. This will 
aid in finding the whereabouts of losses, which 
might have resulted from carelessness in the han- 
dling of food. 


Wherever an executive dietitian is in charge 
of the food department as well as the stockrooms 
or storeroom, a similar distribution sheet should 
be maintained and also a perpetual inventory 
should be used in that department for the pur- 
pose of guiding the control of every commodity 
received or issued out of the stockroom or store- 
room. 


Quoting from the sheriff, John Toman, of Cook 
County: 


“During the first year the perpetual inventory 
was installed and in operation in the year 1936, 
at the Cook County Jail, the savings were great 
enough to build a new highway police station.” 


A well organized dietetic department which has 
formulated a standard and established a policy 
for efficient operation should at periodical in- 
tervals, try out and compare various commodities 
for the purpose of re-checking and proving that 
the commodity upon which they have standard- 
ized, qualifies with the new and up-to-date prod- 
ucts and commodities. 


In my survey of various hospitals and institu- 
tions, I have noticed a frequent cause for ineffi- 
cient operation in a food department is the lack 
of control authority by the head of the depart- 
ment. 


To manage and give satisfactory service, con- 
fidence in the head of the food department should 
be very much evidenced by the general adminis- 
trative department at all times. Therefore, the 
head of the food department should be invested 
with complete authority in the operation of that 
department. 


Importance of Cooperation From Other 
Departments 


Other departmental heads should realize the 
importance the food department plays with- 
in the hospital or institution and should at all 
times cooperate in rendering service to the food 
department. They should realize the important 
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part they play in the proper functioning of the 
food or dietetic department. 


The contentions existing in so many of the 
dietetic and food departments have been created 
primarily, by lack of information and understand- 
ing of the department needs and function. In my 
experience, I have too often found this to be true. 


I have a very definite idea these problems can 
be solved for any institution or hospital. A con- 
sultation council to be held periodically between 
heads of the various departments, with the execu- 
tive heads and the head of the medical depart- 
ment, for the purpose of having the entire per- 
sonnel of the hospital or institution understand 





exactly the importance of coordination of the dif- 


. ferent departments would obviate contentions or 


disputes. Nothing contributes more to the suc- 
cess of any organization than harmony and co- 
ordination. Nothing causes more disturbance than 
indifference and jealousy of employees. 


In conclusion there is no more opportune time 
for the dietitians to realize the importance of 
their profession in the food industry and to pro- 
mote and expand their knowledge in the admin- 
istrative field of this great, third largest indus- 
try in the United States. Nor is the time far 
away when all institutions serving meals will real- 
ize the requirements for the services of a dieti- 
tian with administrative ability. 


Nursing Service at the Rochester General Hospital, 


Rochester, New York 


A combination of factors has made the problem 
of adequate nursing care of patients a very trying 
and difficult one. A study of nursing problems 
and costs in 35 typical American hospitals, made 
by the medical director during the year, indicates 
that few hospitals have escaped the experience of 
the Rochester General Hospital. Raising the edu- 
cational standards in the nursing schools and the 
widespread propaganda relating to the alleged 
surplus of nurses, combined with new opportuni- 
ties for women in industry, has discouraged many 
young women from entering the field of nursing. 
Increased demand for graduate nurses (resulting 
from closing of many schools of nursing) raised 
competition among hospitals and caused unrest in 
the nursing profession. The adoption of the eight- 
hour day in itself has created a need for addi- 
tional numbers. In the municipal hospitals of 
New York City alone two thousand additional 
nurses were required when the eight-hour day be- 
came a legal requirement. 


General improvement in the economic situation 
made private duty nursing, with increased per- 
sonal independence and apparently higher pay, 
preferable to the routine and discipline of a regu- 
lar hospital position, and many nurses took the 
opportunity to “see the country” and became semi- 
itinerant. Our hospital, like others, has been ob- 
liged to take any nurses it could get and they have 
been recruited from distant points and many have 
come from Canada. Many nurses would work only 
during hours of their own choosing and it has 
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been necessary throughout the year to employ spe- 
cial duty nurses from the Registry by the day to 
take the places of graduate floor-duty nurses who 
left their employment to work by the day rather 
than accept a regular staff job on a monthly basis. 
At one time as many as 48 nurses were on duty 
by the day and for several months the number 
varied between 25 and 40. 


Of the total increase in payroll of $39,000 for 
the year over last year, $30,000 has been for nurs- 
ing. The total of salaries paid in the Nursing De- 
partment is almost twice the figure of nine years 
ago. Nothing has occurred to lead me to believe 
that anyone or any group, nurses included, has 
found a practical solution for this problem. The 
cost of nursing in hospitals has reached prohibi- 
tive limits and a halt will have to be called even 
though it may mean less efficient care of the sick. 
Unless the nursing profession itself shows more 
concern, it is altogether conceivable that nursing 
as we know it today will be swept aside. The 
sick must be cared for and means to do so must 
be found. 


The trial of developing a subsidiary group of 
ward helpers started during the year, so far, 
proved most satisfactory. There are now thirty 
such workers who have been trained to carry out 
certain procedures which heretofore have been 
considered strictly nursing methods.—E«xcerpt 
from the Annual Report by Dr. Christopher G. 
Parnall, Medical Director. 
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Steam Demand in Hospitals 


WARREN P. MORRILL, M.D. 


pital Association in 1936, Phillip Swain, 

Editor of Power, stated that the average 
industrial plant did not get more than fifty cents 
out of its fuel dollar. He estimated that about 
one-half of the wastage was in the production 
of the steam and one-half in its use. He had no 
reason to believe hospitals did any better than 
industrial plants. Those of us who have studied 
the problem will agree that they probably do not 
do as well. 


A T THE Convention of the American Hos- 


There are a few hospital power plants which 
are equipped to make steam at a reasonable cost. 
But most hospital plants not only lack any mod- 
ern combustion apparatus, or means of controlling 
such apparatus as they have, but have no means 
of determining what becomes of the steam after 
they make it. The progress in combustion en- 
gineering has been so rapid it is doubtful if any 
plant which has not been revamped within the 
last fifteen years is able to deliver over fifty per 
cent of its potential efficiency. 


The production of steam is the engineer’s prob- _ 


lem, but, it is customary that, although the en- 
gineer is charged with the entire cost of the power 
plant, his control of steam costs is limited to its 
production, while its use, abuse, and waste are 
entirely out of his control. In fact, the wastage 
occurs in so many different places that such co- 
operation as the engineer can secure from the 
other department heads is likely to fall far short 
of the mark. It is only by the sympathetic under- 
standing of the administrator and his active inter- 
est that much saving can be effected. 


Too few administrators realize that savings up 
to 10, 12, or even 15 cents per patient per day 
can be made by closer study and control of their 
power plants, or that the capital outlay is so small 
that the savings will pay it out in from a few 
months to a maximum of three years. 


Every administrator is interested in his costs 
of operation, but with the conflicting interests and 
personalities he is called upon to coordinate it is 
vital that he be certain of his ground before he 
makes his demands too insistent. In the case of 
the use and waste of steam he must have two sets 
of data if he is to act wisely; first; the record of 
the steam consumed by the different departments, 
and second, yardsticks by which he can judge 
whether these consumption rates are reasonable 
or not. 
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It is these yardsticks which we propose to 
discuss. 


The three principal demands for steam in the 
hospital are— 


Space heating 
Water heating 


Process steam, including dishwashing, cooking, 
and sterilizing 


Space Heating 


The demand for steam for space heating is 
widely variable, depending on climate, the con- 
struction and general layout of the hospital plant 
as a whole, and the efficiency with which the dis- 
tribution of steam is controlled. One compara- 
tively recently built hospital reports that by mov- 
ing the pressure reducing valves from its five 
separate buildings to the boiler room where they 
were under continuous observation of the en- 
gineer, the cost of $750 for piping changes was 
followed by a reduction of $2,300 (15 per cent) in 
fuel cost in the first year. This experience is 
paralleled by similar ones in commercial buildings 
even without the use of any automatic control: 
systems. 


The recent introduction of the degree day 
method of calculating heating load has made pos- 
sible the comparison of loads in otherwise com- 
parable plants irrespective of the climate, since 
the consumption is based on the amount of steam 
required to heat one thousand cubic feet of space 
one degree for one day. In making the calcula- 
tion it is usually assumed that with a mean tem- 
perature of 65° F. for the twenty-four hours no 
heat will be required and the formula thus be- 
comes 1 degree day — 65— mean temperature. 
The formula as originally worked out was based 
on buildings used mostly for day occupancy—a 
part of the day when the outside temperature is 
higher than the mean for the twenty-four hours 
—and that has given rise to some question as to 
the accuracy of the formula when applied to a 
building which must be heated for the entire 
twenty-four hour period. 


To adjust the method for application to twenty- 
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four hour occupancy buildings, it is generally con- 
ceded that some higher base temperature prob- 
ably 67° or 68° should be substituted for the 
original figure of 65° F. Studies at the University 
of Chicago indicate that in their case at least the 
base should be 69°. 


Professor Sayles of Cornell University has 
made a comparative study of forty hotels and 
found that their average heating load was 0.97 
pounds of steam per 1,000 cubic feet per degree 
day, and that there was a surprising uniformity 
of results between hotels located in various cli- 
mates from north to south, from Canada to Ken- 
tucky. 


He did note, however, that the load might run 
as much as 50 per cent in excess of normal for the 
short periods, spring and fall, when the heating 
is intermittent, and when there is likely to be 
large losses due to open windows and doors and 
overheating. 


Such studies as have been made on hospitals 
conform quite closely to those of Professor Sayles 
when applied to the hospitals as architectur- 
ally compact and comparatively modern as is 
common in hotels. But there are wide variations 
in the architecture and structural features of dif- 
ferent hospitals. Thus a Canadian hospital re- 
ports a total power cost of $47.00 per bed per year 
as compared to $120 per year for a New England 
hospital, and an average of $96 for thirty hospi- 
tals in New York, despite the fact that the num- 
ber of degree days was only 70 per cent as great 
in New York as in the Canadian city, and that 
unit fuel costs were much lower. 


In our own studies we found the range to be 
from one pound of steam per degree day per 
thousand cubic feet for the well built multi-story 
type of building, to two pounds for the hospital 
consisting of several detached and generously 
spaced buildings of varying age up to forty years, 
in varying degrees of repair, and in a much more 
exposed location. 


Another factor entering into consideration is 
the efficiency with which the steam distribution 
is controlled. The above figures are based on con- 
ventional vacuum steam heating without the pres- 
ent day zone or automatic controls. It has been 
repeatedly demonstrated that such controls may 
reduce steam consumption as much as twenty per 
cent, depending on how complete and well de- 
signed the particular system is and how well 
suited to its purpose. 


From the above data, it appears that a safe 
basis of estimate is one pound of steam per thou- 
sand cubic feet per degree day for a comparatively 
modern, compact, and well built building with an 
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allowance up to two pounds for old buildings 
highly exposed and in not too good repair from a 
heating standpoint. 


It should be noted that this estimate is based 
on accepting the building, and steam distribution 
system “as is.” Repeated studies have shown that 
marked savings may be made without any major 
expense for alterations. Thermometric observa- 
tions in various parts of the building will almost 
always reveal that the amount of steam required 
can be much reduced by such simple measures as 
orificing the valves in over heated areas, correct- 
ing badly pitched pipe lines, calking window 
frames, weather stripping windows, as well as 
some rearrangement of main distribution pipe 
lines and valves, insulating pipe lines, etc. These 
are all items which will usually pay out their cost 
in the first year at least in the northern half of 
the United States where the heating load can be 
expected to be in excess of 4,000 degree days per 
year. 


Major changes such as manual zone control, or 
any of the automatic systems of control, will be 
more expensive but if well planned can be ex- 
pected to make sufficient further reductions to 
pay themselves out in two or three years. 


Hot Water 


The two major purposes for which hot water 
is used are for the laundry and for general do- 
mestic purposes in the wards and in employees’ 
quarters. 


This item shows the highest variability of any 
of those studied and strongly suggests that me- 
tering of hot water to the various departments 
might result in substantial savings if the admin- 
istration were enough interested to make practical 
use of the meter reports. 


Laundry 


A survey of hotels and hospital laundries made 
by the American Laundry Machinery Company 
in Chicago showed an average consumption of 3.5 
gallons of hot water per pound of linen washed. 
It is pointed out that under careful control effi- 
cient washing can be done with 2.5 gallons of 
water per pound of clothes. Actual meter reports 
from three hospitals show 1.7, 2.5, and 6.47 gal- 
lons respectively. The engineer of the hospital 
using 6.47 gallons per pound explained that “we 
are so short of linen that we have to wash it as 
fast as it comes down without any opportunity 
for classification, and most of the time the wash- 


_ ers run not over half full.” Apparently the ad- 


ministration did not appreciate that this waste of 
hot water amounted to $8.00 per bed per year, 
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enough to buy linen sufficient to avoid most, if 
not all, of this waste. 


In this connection, it should also be noted that 
the laundry using soft water is likely to use more 
hot water than the one using hard water as the 
soft water rinse will show some suds as long as 
there is any soap left in the load, while hard water 
will “kill” this suds before the soap is all rinsed 
out. Of course, some of the “killed” suds is de- 
posited in the linen, but so long as the washman 
does not see it he assumes it is not there. 


In translating this figure into boiler capacity 
required, it is necessary to estimate the amount 
of laundry the hospital can be expected to use, 
and then to convert it into working hours of the 
laundry. 


From such data as is available it is safe to 
assume 16 pounds of laundry per patient per day 
as the maximum in the well run modern hospital, 
with an average proportion of ward and private 
room patients, a training school, and a large pro- 
portion of other employes housed. As the pro- 
portion of private room patients to ward patients 
and the number of employes housed decreases, 
this figure decreases to about 10 pounds per pa- 
tient per day in the large charity hospital with a 
minimum of personnel housed on the premises. 
The laundry to be done is based on the seven-day 
week while the use of hot water in the laundry 
is limited to from thirty-two to forty hours of 
the laundry washer week. Thus at sixteen pounds 
per patient per day the total for the week would 
amount to 112 pounds or translated into terms of 
laundry operation would be 3.7 to 2.8 pounds per 
patient per laundry washer hour. Using 3.5 gal- 
lons of hot water per pound of laundry this would 
give a demand of thirteen gallons of hot water 
per hour per occupied patient bed. 


Domestic 


For domestic and kitchen purposes, architects 
are accustomed to estimate the hot water demand 
at 85 gallons per installed bed per day. The sur- 
veys available show a consumption of from 108 
to 194 gallons per occupied bed per day. Since few 
hospitals have an average of more than 80 per 


cent of the installed beds actually occupied, it is 


apparent that the architect’s basis is fairly relia- 
ble but without much allowance for waste. It 
should be noted that the hospital which originally 
reported the domestic demand at 83 gallons per 
bed per day, the figure generally accepted by 
architects, now meters its hot water distribution 
and has reduced the domestic consumption includ- 
ing nurses and interns quarters to 47.7 gallons 
per patient per day. 
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Processing Steam 


The major requirement for processing steam is 
that for laundry finishing, tumbler, flat work, 
ironer, and presses. 


In the average hospital about 25 per cent of 
the laundry work is tumbled dry, 70 per cent is 
done on the flat work ironer, and 5 per cent is 
press work. 


The survey of laundries in hotels and hospitals 
in Chicago showed processing steam requirements 
as from 3 to 5 pounds of steam per pound of linen. 
The amount to be used in any individual hospital 
will, of course, vary with the type of finishing 
done, the extent of drying in the extractor, and 
on the efficiency and trapping of the steam heated 
equipment. Manufacturers of this equipment can 
usually furnish data on its reasonable steam con- 
sumption, but a condensate meter on the trip re- 
turn line and attention to the traps themselves 
are likely to give startling results either in the 
efficiency of operation of the machine itself or in 
reduction of its steam consumption or both. 


The two other processing loads are for steriliz- - 
ing and for cooking—both short period loads and 
quite variable according to the type of work done 
in the hospital and the equipment available. 


The following tables will give a fair basis for 
estimating these loads and are sufficiently com- 
plete to permit their application to any given 
situation. 


STERILIZERS 
Steam Consumption 
Pounds Per Hour 


Dressing Size u 107 
Maximum Minimum 


(Direct Steam) 


24x20x20 
Water Sterilizers 
(Each Tank) 

10 gallon 

25 gallon 

50 gallon 
Instrument 

20x10x9 

22x12x10 

24x16x12 


KITCHEN 


Consumption 

Pounds 
Per Hour 

Stock kettle—40 gallon 

Steamer—3 compartment 

Bain Marie—36 inch 

Plate warmer—average size 

Coffee urn—6 gallon 

Steam table—6 foot 

Egg boiler—3 compartment 





Auxiliaries 


No estimate has been made of steam used for 
the production of electricity for use with pumps, 
compressors, stokers, etc. Suffice it to say that in 
the case of all this equipment the actual heat loss 
of the steam in passing through the engine will 
be less than 10 per cent if proper equipment per- 
mits use of the exhaust steam for hot water and 
space heating purposes. 


Load Factor 


The above data is based on mean loads and will 
be of little use except for the purpose intended— 
a yard stick to check current operating figures. 


Installation data must in every case be based on 
peak demands plus a reasonable reserve for lay- 
up, repair and emergencies. 


Unfortunately, this study has not yet secured 
sufficient hour by hour consumption records to 
construct an hourly load curve. It is believed, 
however, that a conservative estimate would re- 
quire provision for hot water for the laundry at 
the rate indicated above, about thirteen gallons 
per hour during the laundry operating period, and 
that as much as sixty-five per cent of the domestic 
circulation demand, or approximately 75 gallons, 
would come within the first 6 hours of the day. 
This means approximately 13 gallons per hour per 
occupied bed for domestic circulation—or a total 


of 26 gallons per hour per occupied bed as a peak 
load. This does not make much allowance for 
wastage as the lowest consumption rate reported 
has been used in the computation. The actual 
steam demand may, of course, be levelled some- 
what by the use of hot water storage tanks, and 
by heat recovery from laundry waste, compres- 
sors, etc., but the extent to which this will lessen 
the peak steam demand must be determined for 
the individual plant on the basis of available in- 
stallations. 


Data on the hot water consumption of dish- 
washers is not available, but it is very small 
and of short duration as compared to the demands 
discussed above. 


It is recognized that the actual data given are 
somewhat fragmentary to justify the conclusions 
reached, but sufficient corroboratory evidence has 
been secured to justify their presentation. 


The study has been handicaped by the diffi- 
culty in finding institutions which had reliable 
records, and it is hoped that its publication may 
stimulate institutions which have been conducting 
their power plants by rule of thumb to install 
such metering equipment and records as are 
necessary to develop more accurate standards. 
Incidentally, the installation of such equipment 
will permit more intelligent operation of their 
plants and save much of the inexcusable waste 
which is now the rule rather than the exception. 
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Grease 


Oils are lighter than water and are not soluble 
in water. They, therefore, tend to separate and 
float on the surface if not subject to too much 
agitation. Likewise, all oils and greases used in 
the kitchen have a low melting point. In the 
soiling of dishes or linen these fats at room tem- 
peratures are at least semi-solid and act as an ad- 
hesive to help the soil particles to cling to the 
soiled article. It is thus that hot water and agi- 
tation are the basic factors in washing; soap acts 
as an adjuvant by converting some of the grease 
into an emulsion, and thus speeding its mixture 
with the wash water. 


But not all of the grease is emulsified. In fact, 
most of it is simply melted and floated away. As 
the wash water flows into the waste line, both 
the temperature and the agitation decrease and 
the grease tends to congeal and float on the sur- 
face of the water. 


As this congealed grease accumulates on the 
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Traps 


inside of pipes and on such soiled debris as carried 
in the waste water, its adhesive properties once 
more come into action and constitute a major fac- 
tor in pipe or sewer stoppages. 


A grease trap is a large reservoir filled with 
baffles and placed at any convenient point in the 
waste line. Its large size acts to slow the speed 
of passage of the liquid through it, and thus both 
decrease the temperature and the agitation, the 
grease congeals and floats and the baffles act as 
skimmers to separate the floating grease from 
the water flowing underneath. 


The grease trap serves two purposes. It very 
materially decreases the amount of grease finding 
its way into the sewer, with its effect on stop- 
pages. Also the grease itself is recoverable and 
may either be sold to soap factories or may be 
used for soap making within the hospital. One 
hospital reports that it salvages enough grease 
from traps to make all the soap needed for rough 
scrubbing purposes. 
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New Nurse Practice Act for New York 


ETHEL G. PRINCE, R.N. 


in Iowa a graduate nurse may be seen 

buying a ticket marked “New York.” 
Down in Kansas a little nurse in training at a 
“school” of nursing unaffiliated with any hospital 
and which she chose from its advertised catalogue, 
already sees herself in professional garb at a pa- 
tient’s bedside in a New York hospital. 


f T THE ticket window of a railroad station 


Or the location may be anywhere in a doctor’s 
office. Here a June high school graduate accom- 
panied by her mother is asking their family physi- 
cian about preparation for nursing in New York. 
If the scene is on location in New York state there 
is likely to be a practical nurse outside in the doc- 
tor’s reception room. Her visit is to ask that the 
doctor be one of two physicians to sign her affi- 
davit that she has had five years experience as a 
practical nurse. 


“Why throw the spotlight on all these everyday 
happenings?” I hear a reader ask. “Aren’t they 
merely typical of what happens every day in the 
week ?” 


Yet every one of these nurses or prospective 
nurses—and all others in all states—have had 
their New York chances seriously affected and 
even lost altogether by a new law. This is the 
Nurse Practice Act which went into effect July 
1, 1938. This is the date on which it replaced the 
old Nurse Practice Act of 1920. July 1, 1940, is 
the date on which everyone practicing nursing for 
hire in New York state must have a license. 


Nurses Must Inform Themselves on New York 
Requirements 


If the nurse at the ticket window in Iowa is a 
graduate of a school not accredited by New York 
State and if she is not licensed as an R.N. in her 
home state, the best advice to be given to her is: 
“Unpack your bag and stay at home until you can 
make sure of your exact status and your right to 
practice for hire under the new law.” This she 
can do by writing to the New York State Board of 
Nurse Examiners, Department of Education, Al- 
bany, New York. Miss Stella Hawkins, R.N., is 
executive secretary. 


If the little Kansas student continues her 
studies at a school unrecognized by her own state 
or New York State as adequate preparation for a 
license to practice, the waste of her years of prep- 
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aration may prove tragic. Under New York’s 
new law it is sad but true she will not have a 
chance to practice under its jurisdiction. 


And as for the family doctor, if he signs the 
affidavit for the practical nurse in a too-easy-going 
mood, his signature may come back home to roost. 
If the state has complaints as to her undesirable 
character, inadequacy as a nurse, or other charges 
of a sufficiently grave nature, he will undoubtedly 
be questioned if not called to a public hearing on 
the case. Since this is true the responsibility 


of New York physicians in signing these affidavits 
as to character and ability cannot be too strongly 
emphasized to insure the safety of the public. 


The New Nursing Law as It Affects New York 
Hospitals 


Due to the far-reaching effects of this law your 
editor has asked me to sketch some of the re- 
quirements as they affect hospitals. It is impor- 
tant that hospital administrators, superintendents 
of nursing schools, and other executives in hos- 
pitals who have these questions brought to them, 
shall have all the answers. For an instant let us 
pause to glance over the background of the bill 
and the need for reform which was so glaringly 
apparent that John Hayes, President of the Hos- 
pital Association of New York State, has charac- 
terized the new bill as merely “a step forward in 
the right direction.” 


Our nursing situation in New York State was a 
striking illustration of the difficulties which beset 
members of any profession not adequately con- 
trolled by state licensure. Without such a law, the 
unfit and the unscrupulous persons who chose to 
enter the field could not be eliminated. It was in 
fact the mal-practice of unprepared self-styled 
nurses that gave rise to the present law. 


The old Nurse Practice Act of 1920 was typical 
of the loosely written and difficult-to-enforce pro- 
visions of other license acts in many states. It 
protected, to be sure, the titles of the registered 
nurse; (these are trained, certified, graduate, and 
registered ). No one could use these unauthorized. 
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Nevertheless anyone anywhere who side-stepped 
this restriction could practice a type of nursing 
without training or fear of the law to the extent 
that in countless cases a definite health hazard in 
the recovery of unsuspecting patients resulted. 
The drag of any such group will always retard 
the prestige of any profession allowing it to exist. 


If housecleaning was to be done, the law had 
to be given teeth to enforce the law, if I may use 
that term. No half-way measure would classify or 
subject to examination by the state the thirty 
thousand or more self-styled “nurses” still prac- 
ticing without a license up to July 1, 1938. It was 
believed that the unfit could be eliminated in no 
other way. This number is exclusive of the well- 
qualified out-of-the state. graduates who were in- 
eligible for a license under the old law. 


All Who Nurse for Hire in New York Must Be 
Licensed 


To accomplish this, the new law makes the 
sweeping requirement of a license of all those who 
nurse for hire. Moreover, it not only prohibits 
practice without a license but it carries penalties 
and even a jail sentence for those who persist in 
attempting to do so. These licenses are two in 
number: One similar to the one we have now for 
the graduate nurse of registered rank, the R.N. 
license; the other, which is new, is for the prac- 
tical nurse. 


Generally speaking the examination is required 
for both licenses; the licensing examination for 
the practical nurse being restricted to simple 
nursing. The registration card denoting the hold- 
er’s rank, “registered professional’ or “practical” 
must be shown upon demand. This is to wipe out 
the possibility of fraud as well as the confusion 
that now exists in the public mind. This is the 
too ready assumption that anyone in a uniform is 
a nurse fitted by highly trained skills to adminis- 
ter to the dangerously ill. 


Qualifications for Licensure 


Some of the new qualifications required for 
those who now seek practice as registered profes- 
sional nurses are citizenship (or the filing of pa- 
pers indicating intent to become a citizen) ; and 
state residence of six months prior to July 1, 1938. 
The latter must be met by newcomers whether 
foreigners or born in the United States. Other 
qualifications include an age of 20 years or over as 
well as graduation from a school of nursing giving 
a satisfactory course. After July 1, 1940, appli- 
cants must have graduated from high school. 


Unless an R.N. license is held already these 
qualifications are necessary for admission to the 
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examination for license: Good character and phys- 
ical fitness, as stipulated and written into the law, 
are provisions which must be proved if there are 
complaints of a sufficiently grave nature to the 
contrary. These provisions also deal with the 
procedure to be used for consideration of and 
action upon such charges, which may cover mental 
and physical conditions, use of drugs, gross im- 
morality, or unsafe nursing procedures. Public 
hearings may be called and upon proven grounds 
of sufficient cause licenses may be revoked or re- 
fused. 


Effect of the Law on Non-Accredited Nursing 
Schools 


Next to the individual nurse perhaps the most 
sweeping effect the new law will have is upon the 
school of nursing in the non-accredited group both 
within as well as without New York. The curricu- 
lum of such schools in New York State must meet 
the state requirement under the law. Until the 
introduction of the new law the graduates of these 
nursing schools, while never eligible to try for the 
licensing examination, were permitted to nurse on 
their own self-asserted claims. 


For example, preparation of nurses for the 
practical nursing field has been left, up to now, 
unrestricted and uncontrolled. Unregistered 
schools giving short courses in nursing have been 
carried on by organizations as well as by private 
individuals. These unfortunately many times held 
out prospects of nursing for hire to the “gradu- 
ates” of their courses of a few weeks. On the 
strength of this hope, high tuition fees were fre- 
quently paid. It cannot be too strongly advised 
by all hospital administrators, doctors, and others 
that anyone seeking advice regarding any or all 
schools of nursing in New York should write di- 
rectly to the department of education in Albany 
before money is paid out. Otherwise if plans to 
nurse in New York are in the picture, disappoint- 
ment, heartache, and frustrated hopes may result. 


At present there is no school for practical nurs- 
ing which carries the endorsement of New York 
State. This is literally true due to the fact that 
the state has never had any concern with the 
practical nursing field. Now although the law 
provides that such courses may be approved by 
the state, plans for these schools are still in an 
elementary stage. 


New Law and Practical Nurses 


The practical nurse who has had five years’ ex- 
perience in the last ten years has little to fear. 
With this experience she must secure affidavits 
from two physicians who are familiar with her 
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work and will testify as to her character and 
ability to nurse, the latter within the limitations 
of simple nursing procedures. Under these con- 
ditions and upon recommendation of the Board of 
Nurse Examiners, she may obtain a _ practical 
nurse license without examination. If she has had 
more than one and less than five years’ experience, 
she will be required to take a simple, practical 
examination. 


Now for a. few typical exceptions if the space 
will allow. Take the graduate nurse at the ticket 
window back in Iowa. If she has earned a license 
from her home state by examination, she may 
send directly to New York and have her home 
state license endorsed here—that is if her school 
of nursing is accredited by her own state and by 
this state. Under these conditions no examina- 
tion will be required of her in New York State. 


Until July 1, 1940, examinations are open to 
non-residents. After that date non-resident nurses 
cannot come here and practice, unless licensed no 
matter how high their qualifications or the source 
of their training. 


Now for the little student nurse in Kansas. If 
her school is accredited by Kansas although not 
by New York State and the New York State Board 
of Nurse Examiners investigates and finds it up 
to a fair level, the little Kansas student may come 
to New York any time prior to July 1, 1940, and 
try our state board examination. But here is an- 
other caution! She should have this definite ar- 
rangement with the New York State Board before 
she buys her ticket. 


The effect of all these changes on the employ- 
ment of nurses by hospitals and other institutions 
in New York State surely must be already too ap- 
parent to repeat here. Theirs is the responsibil- 
ity to scan the credentials of each one of their 
nursing personnel as well as to encourage each 
nurse who serves in any capacity to apply at 





once for a license and to inquire into what will be 
required of her. 


Speaking of this, John Hayes says: “Under the 
new Nurse Practice Act hospitals in this state will 
have to determine the duties of each member of 
the staff in any way related directly or indirectly 
to nursing to define and to restrict the duties of 
each group. At present the situation is largely 
confused and nursing duties divided between em- 
ployees of all types. There are nurses, nurses’ 
aides, trained attendants, orderlies and domestics 
performing certain floor duties such as carrying 
trays for patients and making beds. Another rea- 
son I favor the new act is that orderlies, who in 
many cases perform certain nursing procedures 
particularly for men patients and who have never 
been licensed, are now to be licensed. It was 
definitely established and agreed at our recent 
State Annual Hospital Association Conference in 
Buffalo (May, 1938) that the law requires prac- 
tical nursing licenses of them. This means that 
the standards in their field will be raised.” 


Inquiry should be directed to Miss Stella Haw- 
kins, R.N., Secretary New York State Board of 
Nurse Examiners, Albany, New York. It is Miss 
Hawkins’ task to administer many phases of the 
new law including examinations and the issuing 
of licenses. 


Aside from this official capacity with the State 
Department of Education, throughout the five 
year struggle to change the law for the protection 
of the public as consumers of nursing, Miss Haw- 
kins and her predecessor Miss Clara Quereau had 
been closely associated with the state leaders of 
the professional registered group backing it. The 
New York State Nurses Association drafted and 
sponsored the law. The Executive Secretary, Miss 
Emily J. Hicks, R.N., 152 Washington Avenue, 
Albany, New York, will be glad to answer in- 
quiries. 








On July 1, 1938, the public health nursing divi- 
sion of Joint Vocational Service, New York, will 
be transferred to Nurse Placement Service, 
8 South Michigan Avenue, Chicago. Thus, the 
National Organization for Public Health Nursing 
assumes sponsorship for this part of the place- 
ment work of an organization established in 1931 
by the Mid-Western Division of the American 
Nurses Association. 

On the date of the merger, Miss Elizabeth J. 
Mackenzie, R.N., Associate Director, Henry Street 
Settlement Visiting Nurse Service, New York, 
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will take up her duties as Assistant in the de- 
velopment of public health nursing vocational 
work as a member of the staff of Nurse Place- 
ment Service. Miss Anna L. Tittman, R. N., suc- 
ceeded Miss Adda Eldredge as Executive Director 
of Nurse Placement Service on the first of Jan- 
uary, 1938. 


It is anticipated that the new development will 
shortly expand to the proportions of the exten- 
sive hospital placement activity in which Nurse 
Placement Service enjoys an enviable reputation. 








91 













Nutrition of the Under-Privileged 


HARRIET CROSS, R.N. 


R. HARRY MOORE has said, “The health 
D of the people depends to some extent on 

immunities and susceptibilities, upon the 
energies and defects inherited from past genera- 
tions, and to a greater extent on the food supply, 
housing, conditions of labor, recreation, family and 
social adjustments, and other environmental in- 
fluences. It may depend to an even greater degree 
upon utilization of scientific medical knowledge, 
techniques, material and equipment used by the 
individual, by practitioners who attend him, by 
organizations that may minister to his health.” 


Problems That Hospitals May Present 


Preventive medicine, health supervision, what 
increasingly is recognized as the profession’s re- 
sponsibility, logically centers its activity in the 
general hospital. Donald M. Morrill, medical 
superintendent of Receiving Hospital, Detroit, re- 
ported a thrilling experience in the vision of op- 
portunity for transforming the lives of millions 
of people through an educational program con- 
ducted by the staff of the general hospital. With 
its qualified personnel and facilities for care of 
surgical, obstetrical, pediatric, communicable, and 
neuropsychiatric conditions, he suggested that the 
hospital might present in lecture, demonstration, 
and discussion such material as: 


1 The Family as a Factor in Social Evolution 


2 Problems in Home Nursing During Minor 
Illness 


3 Preventive Medicine for the Family 
4 Feeding the Family 

5 Houskeepng Problems 

6 Family Budgeting and Finance 


Maximum Use of Community Resources 


Centralizing this responsibility for community 
welfare in the hospital serves to reflect the man- 
agement of an individual health problem, which 
may be diagramed by a series of concentric circles 
with the doctor at the center determining the 
diagnosis, plan of treatment, and suggesting the 
prognosis. The nurse, nutritionist, social worker, 
laboratory technician, and others provide the sev- 
eral lines of outlying defense. 


Although this trend aims at maximum efficiency 
in the use of all community resources, professional 
leaders caution us to integrate carefully health 
programs and home facilities. The sociologists’ 
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explanation of much of our present social dif- 
ficulty in the fact that modern living took women 
from the home by placing their work outside, was 
appreciated by the nursing educator who advised 
that nursing activity be returned to the home. 


The moving of women into industry encouraged 
the establishment of essential services elsewhere. 
Hospital expansion emphasizing curative practices 
has occurred rapidly since the turn of the century. 
Whole care of the patient necessitating more pre- 
vention and health supervision is suggested in the 
progressive growth of clinics and out-patient 
departments. 


Deficiencies in Our Present System 


With all this expansion in service, deficiencies 
such as those revealed in the Survey of New York 
Hospitals, make us realize we must reclaim the 
home. <A few years ago Dr. Welch said, “The 
health field has a woefully ineffective distribution 
service as compared with the marvelously effective 
production service in the laboratories of the world. 
We know how to do a lot of things which we do not 
do, or do on a wretchedly small scale. One im- 
portant reason why existing knowledge and equip- 
ment are not fully utilized in medicine, is that 
medicine in the midst of a highly organized eco- 
nomic world remains fundamentally individualis- 
tic, private medical practice, health department, 
private agency, hospital, and clinic each going its 
own particular way.” 


Nutritional Needs of the Underprivileged 


The various approaches to an understanding of 
the extent of nutritional needs have been outlined, 
with a consideration of the family generally. The 
Health Committee of the League of Nations dis- 
covered in almost all countries the average family 
without sufficient minerals and milk, and inclined 
toward a diet too generous in the use of white: 
flour and sugar. The National Milk Survey of 
29,000 families showed that less milk automatic- 
ally followed decreased income until many families 
used half the amount judged satisfactory. The 
Children’s Bureau in a study found only 8 per cent 
of the families investigated with an adequate milk 
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supply and 48 per cent with less than half the 
desired amount. 


When the daily newspaper announced 74,000 
persons on relief in a single county, opportunities 
for extending nutritional aid were apparent. Of 
these persons 4,551 were on Aid to Dependent 
Children, which program keeps the mother with 
the family. 


One had to be in the out-patient department 
only a short time to glimpse the difficulties in such 
cases as the physician’s widow with diabetes, who 
in her independence chose to live alone, following 
dietary and medical instructions as best she could. 
Achievement failed in sufficient control to prevent 
coma, however, and hospitalization resulted. A 
registration of 300 diabetic patients at the 
municipal clinic, only sixty of whom are below 
forty years of age, is a challenge to the service 
for giving adequate care. 


Eight thousand persons are on the works Prog- 
ress Administration program. Here is a group 
earning $55 monthly, receiving only occasionally 
extra staples supplies. Students doing visiting 
nursing have exclaimed on return from home 
visits to families on low income or struggling with 
unemployment, “People want to know more about 
selecting and purchasing food.” Many of these 
nurses had seen for the first time the disorder that 
occurs when eight persons are crowded into two 
rooms and the family serves its food directly from 
cans and packages. 


When Hospital Dietetics Began 


It is interesting to recall that hospital dietetics 
is a service less than fifty years old and was 
started at Johns Hopkins Hospital in 1889 when 
the nursing superintendent was “too busy with a 
growing school to devote enough time to dietary 
service.” Miss Boland, a graduate of the Boston 
Cooking School was appointed to organize the food 
service and teach student nurses the science of 
invalid cookery. 


Specialization soon appeared, and in 1913 the 
administrative dietitian was identified with the 
reorganization of the food service at Johns Hop- 
kins Hospital. Miss Adelaide Nutting said of the 
nutritionist, “The general welfare of all, in one 
sense, depends on her conception of her task.” 


Good Food Service Needs Careful Planning 


Recently one of these specialists said that a 
good food service was not a mere happy accident 
but came through careful planning which provided 
a good arrangement of the department, a budget 
that permitted carrying on work without too much 
strain and tension, and freedom, occasionally, 
from the day’s perplexities to get an overview of 
the whole problem. These requirements would 
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seem to be those of any food service, home or in- 
stitutional. I realize the activities of the doctor- 
group have become quite specialized. Meantime 
the community and the family are needing and 
requesting a generalized service, which is the bet- 
ter psychological and more economical approach 
to the home. 


Extending Nutritional Aid 


Nutritionists have concerned themselves eagerly 
with special problems, administration, teaching, 
corrective programs for diabetes, nephritis, and 
the like. When the planning committee from one 
state reported that a third of the illness within 
the section was preventable such services of the 
nutritionist, as these, are too limited. In the out- 
patient department where there is more and more 
opportunity for health supervision and preventive 
practice the work has not been developed corres- 
pondingly. In the survey of New York hospitals 
only 6 per cent of the hospitals studied had a 
dietitian assisting in the clinics. The committee 
sustained the philosophy of the East Harlem 
Nursing and Health Service in that every home 
presented nutritional problems, and recommended 
that there be a dietitian on the staff because the 
doctor’s time was too brief and his information 
on prices, brands of food, selection and prepara- 
tion, too limited to make the necessary individual] 
adjustments. 


When the out-door program at Milwaukee in- 
creased excessively during the early part of the 
depression, a nutritionist was available from the 
clinic to demonstrate in the home. The schools co- 
operated in formulating and teaching recipes 
covering the items used on relief vouchers. 
Thrifty housewives were encouraged to give re- 
ports of the recipes they tested. The Cooperative 
Danish Household Society has, perhaps, the most 
progressive program. At the beginning and end 
of a stated period, a month or longer, a represen- 
tative of the society makes an inventory of all 
food on hand. Between inventories the housewife 
keeps records of all food purchased and used. 
The food data is collected, analyzed, and a report 
with suggestions for improvement returned to the 
housewife. 


While some of these needs may be appreciated 
as opportunities for the public hospitals to extend 
nutritional aid, the voluntary hospital personnel 
may feel exempted. This cannot be for long if, 
the suggestions of the Survey of New York 
Hospitals are followed. These plans would give 
accredited hospitals subsidies for the care of in- 
digent patients to the point of allowing eighty-five 
per cent occupancy for public institutions. 


There appear, then, to be two approaches open 
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in the management of positive health, one through 
a program of general education, another through 
care of the sick. By good authority it is agreed 
the general hospital may logically take the respon- 
sibility for this two-fold program. With adequate 
health supervision for every person, the goal to be 
achieved, attainment can be reached only through 
careful observation of needs and coordination of 
all resources and organized services—institution, 
home, and community. 
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The Twenty-Third Annual 
Hospital 


The Catholic Hospital Association recorded an- 
other year of successful accomplishment for hos- 
pital service, particularly for its member hospi- 
tals, at its Twenty-third Annual Convention held 
in Buffalo, June 13-17. Preceding the annual con- 
vention, the Association held its Sixth Institute 
on Nursing Education and its Fifth Annual Con- 
ference on Hospital Administration. 


The convention began with Pontifical Mass at 
St. Joseph’s New Cathedral. His Excellency, the 
Most Reverend John A. Duffy, D.D., Bishop of 
Buffalo, was celebrant. 


The program sessions started on Monday after- 
noon, under the presidency of the Reverend AI- 
phonse M. Schwitalla, S.J., who has served the 
Association as its president for so many years. 
His presidential address was a masterpiece of 
constructive thought, counsel, and recommenda- 
tion for the betterment of patients’ service in the 
hospital, and a program of relationships of Cath- 
olic hospitals with the medical profession, the 
public, and those who come to the hospitals for 
care. 


Among the important discussions of the Con- 
vention Program were: 


“The Private Hospital and the Government 
in the Care of the Sick,” by Honorable William 
F. Montavan, L.L.D., Director of the Legal De- 
partment, National Catholic Welfare Confer- 
ence 


Convention of the Catholic 
Association 


“The Catholic Hospital’s Relation to Labor,” 
by the Reverend John P. Boland, Chairman of 
New York State Labor Relations Board 

“The Catholic Hospital in the Community 
Chest Organization,” by Reverend John J. But- 
ler, St. Louis 

“Medical Work as an Expression of the Cath- 
olic Hospital’s Responsibility,” by Irene E. Mor- 
ris, Director, Social Service Department, St. 
Louis University Group of Hospitals 


Among the subjects of panel and round table 
discussions at the different sessions were: Med- 
ical Legal Problems of the Hospital; Medical 
Missionary Activities; Nursing Service; Religious 
Responsibility of the Hospital; The Small Hos- 
pital; Hospital Accounting and Statistics; Main- 
tenance Problems; Standards of Hospital Phar- 
macy Service; Public Relations; Personnel Prob- 
lems; Laboratory Technology, and Problems in 
Medical Nursing and X-ray Service. 


A feature of the convention was the large tech- 
nical and educational exhibit, probably the most 
extensive in the history of conventions. This ex- 
hibit was attractively and advantageously assem- 
bled in the exhibit hall of the building in which 
the meetings were held. 


The convention was well attended, the sessions 
were particularly valuable to the delegates, and 
the entire program made the Buffalo Convention 
one of outstanding merit and value to the hos- 
pital field, non-sectarian as well as Catholic. 
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Cost Accounting in Small Hospitals 


WILLIAM A. DAWSON 


analyze a hospital financial statement. If this 

be in part true, then the financial reports do 
not accomplish the purpose they should. Hospitals 
publish balance sheets and operating statements 
and the average person looks upon these state- 
ments as just a mass of figures. They might be 
interested in the net loss for the period but what 
does this mean to them—nothing, except that the 
hospital lost money. Without the ability to an- 
alyze the figures they can not possibly know what 
the figures mean. 


It is my idea that the financial condition of the 
hospital must always be associated with the serv- 
ices it is rendering to patients. The financial 
statements do not accomplish this. The operating 
statement shows the income but it does not show 
to any degree how this income was earned. It also 
shows the direct expenses but what was involved 
in these expenses'is an unknown quantity. The 
picture is not complete because the income is not 
distributed to the services which produced it, and 
the direct expenses do not represent the costs. 


Fundamentally, there is very little difference 
in accounting between the large and small hospi- 
tal. There is little difference between the North- 
ern and the Southern hospitals. In the North we 
class our patients as private, semi-private, and 
ward. In the South they are classed as single bed 
room patients, two bed room patients, and ward 
patients. Special services are identical. 


F ana my experience not many people can 


The classification being the same, it has been 
possible to produce a hospital cost analysis of one 
of your own hospitals by following the cost pro- 
cedure recommended by the United Hospital Fund 
and used by the hospitals in New York City. 


To leave my subject for a moment, it may inter- 
est you to know we have a total of 525 agencies for 
the care of the sick in New York City. 


I am to discuss costs in small hospitals, but this 
study I have made offers so much of interest that 
a review of it will present to you not only the pos- 
sibilities of hospital cost accounting, but it will 
bring out costs which I am quite sure you have 
never known. 


Charles Dabbs, Administrator of Tuomey Hos- 
pital in Sumter, South Carolina, sent me a copy of 
his annual report to the Duke Endowment. With- 
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out knowing or having seen this institution I pre- 
sent a cost analysis. Mr. Dabbs did furnish me 
with the area of the various departments. The 
balance of the information came from the Duke 
Endowment report which all goes to show that 
you who know your institution can do a similar 
job. 
Importance of Statistics 

I want to impress you with the importance of 
statistics. My experience shows that statistics are 
greatly neglected. You will note that they play a 
very important part in my story. 


In hospital systematizing accountants, generally 
speaking, have not recognized that systematizing 
means financial and statistical. One is as neces- 
sary as the other. Statistics have interested the 
people for ages and will continue to do so. Take 
your Bible as an illustration. One of the great 
stories which has come down through the genera- 
tions is how Jesus fed about 5,000 people with 5 


-barley loaves and 2 small fishes. It is not that the 


people were fed that holds the interest, but the 
remarkable statistics, and they have interested 
you and every other student of the Bible all these 
centuries. You will find many more illustrations 
in your Bible and if you think it over, you will 
find that it is the statistics that have held your 
interest more than anything else. Apply this same 
theory to the hospital and your statistics will in- 
terest the people also. 


Agencies for the Care of the Sick in New York 


Federal Hospitals 

State Hospitals 

Municipal Hospitals 

Voluntary Hospitals 

Proprietary Hospitals 

Convalescent Homes 

Chronic Homes 

Independent Dispensaries 

Visiting Nurses Agencies 

Industrial and Fraternal Medical Services 
Governmental Medical Relief Association 





If you expect financial assistance from the phil- 
anthropically minded, you must be able to tell 
them of the services you are rendering to the 
indigent, and you can not do it unless you have a 
means of measuring those services. To do this, 
accurate statistics are necessary. 


To acquaint you with the method used to pro- 
duce my cost findings, I will make a brief explana- 
tion. 


In a hospital each department is related to all 
other departments. To properly allocate the cost 
of services rendered it is necessary to apportion 
the direct departmental expenses. Each depart- 
ment must be treated as a separate entity. That 
is as if operating as a separate company perform- 
ing all the services itself which are performed for 
it by other departments. The requirement neces- 
sary to accomplish this is the application of indi- 
rect expense to the direct expense. 


Departmental and Service Costs 


To produce departmental and service costs two 
steps are necessary. We have entitled them Pre- 
liminary Apportionment and Final Apportion- 
ment. Apportionment means the allocation of the 
expense of each department or operating unit by 
the use of a related statistical base. Preliminary 
Apportionment is the distribution of all depart- 
mental expense. Final Apportionment is the dis- 
tribution of departmental costs to patient services. 


In a hospital there are departments which pro- 
duce revenue and departments which are non- 
revenue producing. The revenue producing service 
departments must absorb the non-revenue depart- 
mental costs as the non-revenue departmental 
costs were incurred for services to patients. 


To determine departmental costs the indirect 
expense must be added to the direct expense. As 
an example: The dietary department salaries, 
food, supplies, etc., are the direct expense of 
meals. They are not the cost of meals. There are 
indirect expenses to be applied, namely, adminis- 
trative, housekeeping, maintenance of plant, re- 
placement of equipment, repairs, plant operation, 
laundry, and linen. The indirect expense added to 
the direct expense is the cost of meals. The same 
applies to all departments. 


The start of my study is the direct depart- 
mental expense as reported to the Duke Endow- 
ment by the Tuomey Hospital as at December 31, 
1937. 


Indirect Expenses 


Our first step is to determine the indirect ex- 
penses of each department. This is called “Pre- 
liminary Apportionment” wherein the base per- 
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centages for the apportionment of the direct ex- 
penses are established. For instance, the direct 
expense of the administrative offices. The base 
for the distribution of administrative expense is 
payroll. It is the employees who are supervised 
therefore it would seem that the payroll is the 
logical base. For housekeeping an area base is 
used. For ordinary repairs and replacement of 
equipment an area or analysis base is used. For 
operation of plant—area; laundry and linen— 
pounds or pieces; stewards, dietary and foods— 
the number of meals. All expense incurred by 
other departments applies to patients. 


Applying Base Percentages to Direct Expenses 


Having established the base percentages for ap- 
portionment, we now apply these percentages to 
the direct expenses of the hospital illustrated. 


I do not propose to give you the details involved 
in each department’s expense but will explain just 
what is produced by this procedure in a few of the 
departments. For instance, in the administrative 
offices we find that housekeeping cost $168.37; 
ordinary repairs and replacement of equipment, 
$339.30; operation of plant, $286.23; laundry and 
linen, $37.08; food, $159.87; salaries, $4,919.83; 
other direct expense, $1,971.84. A total of $7,- 
882.82 as against a total of $6,891.67, the direct 
expense recorded by the hospital. There are 3 em- 
ployees in this department and the average cost 
per employee is $2,627.51. 


The hospital does not record any expense for 
the maintenance of nurses but we find that the 
maintenance of nurses living in cost in detail the 
following: housekeeping, $500.22; repairs and re- 
placements, $1,007.98; operation of plant, $850.37 ; 
laundry and linen, $508.64; food, $6,017.82—mak- 
ing a total cost for maintaining nurses of $8,- 
884.73. We find that the books of the hospital do 
not record the cost of maintaining other personnel 
but our study reveals that it cost $1,538.10 to 
maintain other personnel. 


The hospital records the cost of food as $20,- 
495.63 but the indirect expenses applicable to the 
cost of food are $2.004.71, therefore, the cost of 
meals is $22,500.34. 


The hospital records no cost for operating 
rooms. We find the cost is $1,321.87. 


The hospital records the expense of the out- 
patient department as $600 but the indirect ex- 
penses are $944.47. Therefore the cost of operat- 
ing the out-patient department is $1,544.47. 


There are indirect expenses which apply to the 
patients. For instance, to private patients we find 
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the cost of meals is $2,098.75; to semi-private 
patients, $3,019.00; to ward patients, $5,591.21. 


Jumping around on the indirect expenses which 
apply to patients we find that housekeeping for 
private patients cost $313.31; ordinary repairs 
and replacements for ward patients cost $640.14; 
operation of plant for semi-private patients, 
$628.98. 


I could furnish you with many more charges 
that apply to patients but the foregoing is a fair 
illustration of what this procedure will produce. 


Determining the Cost of Services 


We have now established the cost of operating 
the departments, that is, by applying the indirect 
expenses to the direct expenses. Our next step is 
to determine the cost of services. We know that 
all cost must be absorbed by the services rendered 
for patients, therefore, having established the cost 
of each department we now distribute these costs 
to the services. We have established service costs 
for bed, board, and routine services for private, 
semi-private, and ward patients; for out-patient 
services, operations, deliveries, x-rays, and lab- 
oratory examinations. We have then taken the 
special services and applied them to the classifica- 
tion of patients for whom they were rendered and 
we have produced the combined cost of services 
by classification of patients. 


As an illustration, we found in our departmen- 
tal cost study that the out-patient department 
cost $1,544.47 but to this amount must be added 
its share of other costs for services performed 
by other departments. For instance, medical and 
surgical care $398.49; nursing care $1,558.39; 
operating room $1,103.55; x-rays $349.05; lab- 
oratory $577.53; portion of non-revenue pro- 
ducing departments cost $308.04. Therefore, the 
out-patient department services cost $5,839.52 
as again the hospital’s recorded direct expense of 
$600.00. 


We find that operating room services cost 
$4,814.77; delivery room services $2,046.19; 
x-ray services $1,364.54; laboratory examina- 
tions $3,881.24. 


Establishing Unit Cost by Services 


Now let us see what all these figures mean. 
We desire to establish unit costs by services. In 
establishing unit costs we wish to establish adult 
costs, therefore, by dividing the actual newborn 
days by 4 and adding the number arrived at to 
the adult patient days, we have the number of 
units necessary to produce adult unit costs. A 
study by several hospital organizations includ- 
ing the United Hospital Fund has determined 
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that the cost per diem for newborns is one-fourth 
of that for an adult. The results are: bed, board, 
and routine services for private patients cost 
$11,192.78 or an average cost per diem of $2.33; 
for semi-private patients the cost was $17,489.56 
or an average cost per diem of $2.53; for ward 
patients the cost was $26,423.14 or an average 
cost per diem of $2.07. For all in-patients the 
cost was $55,105.48 or an average of $2.25. For 
out-patient services before the performances of 
special services for out-patients the cost was 
$3,809.39. There were 2,001 visits which pro- 
duced an average cost per visit of $1.90 before 
any special services were performed. 


The cost of the operating room services was 
$4,814.77. We had 1,161 operations, therefore, 
the average cost per operation was $4.15. 


Now let us see what made up the cost of oper- 
ating room services: housekeeping $165.92; re- 
pairs and replacements $334.35; operation of 
plant $282.07; laundry and linen $523.14; meals 
$16.39; medical and surgical care $649.04; nurs- 
ing care $2,338.94; non service department ex- 
pense applicable $504.92. A total of $4,814.77 
or an average cost of $4.15 per operation. 


We find that we had 194 deliveries which cost 
$2,046.19 or an average cost of $10.55 per de- 
livery. Let us boil this average cost down to one 
delivery: housekeeping cost .252; repairs and re- 
placements .507; operation of plant .427; laun- 
dry and linen .926; meals 264; medical and sur- 
gical care .554; nursing care $6.696; non-service 
departments expense .924. The total of $10.55 is 
the average cost per delivery. 


Let us now see the results of combined services 
performed for patients—that is bed, board, and 
routine and special services combined. For pri- 
vate patients the cost was $13,177.32 or an aver- 
age cost per diem of $2.74; for semi-private pa- 
tients the cost was $20,638.61 or an average cost 
per diem of $2.99. You probably are surprised 
that the semi-private cost per diem exceeds the 
private cost. I will explain this to you later. In 
the ward we find the cost was $31,366.16 or an 
average of $2.45 per diem. 


The results of combined in-patient services are 
as follows: The income for in-patient services 
was $45,060.80; the cost $65,182.09, therefore, 
the hospital lost $20,121.29 for services to in- 
patients. The income represents an average per 
diem of $1.84; the cost $2.66, therefore, the aver- 
age loss per patient per day was $.82. 


Now why is the cost per diem for semi-private 
patients higher than that of private patients? 
The cost is made up of the following: housekeep- 
ing $369.98; repairs and replacements $745.55; 
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operation of plant $628.98; laundry and linen 
$852.39; patients’ meals $3,019; medical and sur- 
gical care $1,869.16; nursing care $7,669.11; 
pharmacy and drugs $34.98; medical records 
$110.92; non-service department expense ap- 
plicable $2,181.49; operating room_ services 
$1,207.54; delivery room services $618.56; x-rays 
$293.65; laboratory examinations $1,029.30. A 
total cost of $20,638.61, divided by 6,904 adult 
days equals an average cost per diem of $2.99. 
The reason that this cost is higher than that of 
private patients is that the percentage of occu- 
pancy is low and, therefore, there are less patient 
days to absorb the cost. We find that there are 
36 beds available but only 26 are used on an 





In the private rooms there are 24 beds 
In the ward there are 
It is 


average. 
available and 18 in use. 
32 beds available and 48 are being used. 
quite obvious that the percentage of occupancy 
plays an important part in the cost and is one 
of the things that the administrator of the hos- 
pital should pay strict attention to. 

Let us look at the out-patient services. We 
find that the income for out-patient services was 
$1,592.80 for combined services. The cost for 
combined services to out-patients was $5,839.52, 
therefore, the hospital lost $4,246.72 on services 
to out-patients. The income represents an aver- 
age of $.80 per visit; the cost represents an aver- 
age of $2.92 per visit. Now, why is this cost 


Exhibit I 
HOSPITAL SERVICE COSTS 
APPORTIONMENT OF DIRECT EXPENSES TO DETERMINE COMBINED SERVICE COSTS 








Percentages for Apportionment 

















Base for All In- Single Two-Bed Out- 

Apportionment Patients Rooms Rooms Wards Patients 
| ee ) 
ie. = g.s2 8082 57B B02 B18 
Replacing of Equipment.......... 
DIGINTT GRE POOGS. 0... oc. oiceiec es Meals 100.00 19.64 28.22 52.14 aihe 
Laundry end LA. «6... 66sec Pieces 92.82 18.19 26.17 48.46 7.18 
DORON PUOOTMACE 6 o.5 Sie ore dork dives Sleets Trips ae hela PANE Sa Pe 
Medical and Surgical Care ......... Med. Care 94.51 14.92 26.00 53.59 5.49 
PRMEMIOE GONPO 66.6 o bis BG .aereea 63 8 Sale Nurs. Care 78.65 10.80 27.85 40.00 21.35 
DEOMICR? TUCCOTES .....256.0065 00 cwans In-Pats. 100.00 19.60 28.20 52.20 ae 
METRE TROON: oi os 55s oko Sin cies oa Operations 77.08 13.60 25.08 38.40 22.92 
DPGUVEIY MROOINS i seiiis:0 seas eewews Deliveries 100.00 33.74 30.23 36.03 acaniné 
Aeray Department ......4.500 608680. Films 74.42 11.67 21.52 41.23 25.58 
DRONE soos a saie wie ho bine eae reas Exams. 85.12 12.37 26.52 46.23 14.88 
PAVRIR URCTADY on os obs cc ona bee Treatments sikts 
Out-Patient Department ........... Out-Pats. Sectars Sete aeae perade 100.00 
POC CTT a) | hh a er oar Temp. Tots. 91.80 18.63 28.86 41.31 8.20 

DISTRIBUTION OF DIRECT EXPENSE 

(APPLICATION OF BASE PERCENTAGES) 
OT CY le eee $ 2,724.46 } 
Spmatiee ten onc. amar TI SRN —eMRRIR WpSN ~at-dim 
Replacing of Equipment ........... 5,490.09 
PPIGUATY GAA’ FEOOGS: oo.0 x. 005.66 0106 av os 20,495.63 20,495.63 4,025.34 5,783.87 WOG8642 = eaicdars 
Laundry and Linen .... 66 66ccs cc aees 5,371.05 4,985.41 976.99 1,405.60 2,602.82 385.64 
BOUT EOLUIOE ee eee ea cease: aucesee “1 Saittench.! “— Sees See 9 Seeeeeee | “eres 
Medical and Surgical Care ......... 7,873.16 7,440.92 1,174.67 2,047.02 4,219.23 432.24 
RIN MOMS oko 50's Sis o's es eee es 13,951.71 10,973.02 1,506.78 3,885.56 5,580.68 2,978.69 
PEER ODOLIE: ciciccinissesinGiwsieaiient:  tpdaicwlele  --««» Haserasa ate) am ofl Torcecvetnreet nn Pebeeerse tsa A pete Nee teal 
OIRO UOOUNB Geiss sesanawas: sewers  “olasisédure “Oluecieanes) | uvetterenn 9 eeemiae) | oReeeieens 
BUWOED ELOUIRE iis cccb Se sceuwesiews) Gudiieaem - -  Geleverman “SD Saciearaee 0 oeeeean DC meetnciee 900 cscnadarces 
BPAY DOPATTMOENE 2... ose ccc sccciccs 31.10 23.14 3.63 6.69 12.82 7.96 
ON, ee ee aa oe 2,961.07 2,520.46 366.28 785.28 1,368.90 440.61 
POPSEN DEER Sikcicusssckenends Seetasd j.§ Vaieawie | [ieee Oeiicetee cee -seceeerants 
Out-Patient Department ........... Roum” = — a vecoaiare acetals | A See | eee 600.00 

TeMoorary TOtOIS 6.62.06 s.080 sins's $64,129.94 $58,876.29 $11,948.66 $18,510.40 $28,417.23 $5,253.65 
Po ik i ae Li eh a a are 6,891.67 6,326.55 1,283.92 1,988.94 3,053.69 565.12 
Total Costs $71,021.61 $65,202.84 $13,232.58 $20,499.34 $31,470.92 $5,818.77 

PATIENT DAYS* OR VISITS... 2 sseeee 24,483 4,799 6,904 12,780 2,001 
COST PER DEEM OR VISHT........00  seavecs $2.66 $2.75 $2.98 $2.45 $2.92 
~ *Newborns adjusted 4 to 1 adult 
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high. We had 2,001 visits or an average of 6 
visits per day. To take care of 6 visits probably 
consumes 2 to 3 hours each day on an average, 
but we have a department which is incurring 
expenses for 24 hours each day, therefore, 2 or 
3 hours of use each day must absorb the cost. 
Naturally, the cost per visit must be high. 


Let us look at some more figures, just for a 
change. The average income received from an 
in-patient—meaning an individual—was $23.75; 
the average cost per individual was $34.36, there- 
fore, the hospital sustained an average loss for 
each individual in-patient of $10.61. The aver- 
age cost for each private patient was $37.02; 
semi-private $40.23; ward $30.50; out-patients 
$3.41. Incidentally, the average income per in- 
dividual out-patient was $.92 or a loss of $2.49 
for each individual out-patient. This does not 
mean per visit. Nursing care cost $26,568.43 
or an average cost per in-patient day of $1.09. 
Meals cost $22,500.34. There were 141,962 meals 
served which produced an average cost per meal 
of $.1576. Now, what was the cost of meals to 
patients? We know that the patients must ab- 
sorb the cost of meals of employees. There were 
73,560 meals served to patients which produced 
an average cost per meal per patient of $.306. 


I have often asked dietitians if they knew how 
to figure the cost of a meal and, of course, the 
answer has been, “Yes.” I have been impudent 
enough to say, “You don’t.” It is not the fault 
of the dietitians that they do not arrive at the 
correct cost of a meal. It is the fault of the 
administrators. The dietitian cannot obtain the 
necessary information to do so. What is this 
information? In a great many cases they cannot 
obtain the direct expenses, but the information 
that they cannot secure is the indirect expense. 
These expenses form part of the cost of meals. 
I believe I explained in the first part of my talk 
what made up the indirect expenses. 


The cost of maintaining nurses living in the 
hospital was $8,884.73. There were 30 nurses, 
therefore, the average cost of maintaining each 
nurse was $296.16. 


Other personnel quarters cost $1,538.10. There 
were 3 employees living in the hospital which 
produced an average cost of $512.70. 


I could go on for quite some time but I think 
I have loaded you up with plenty of figures and 
I have demonstrated to you the possibilities of 
hospital cost accounting. 


Costs of Free Care 


Before proceeding, let us see how much free 
care this institution gave. Income from all in- 
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patients was $45,060.80, divided by the average 
cost of $2.66 equals the number of days paid for 
at cost or 16,940 adult days. The total adult in- 
patients days was 24,483, therefore, the free days 
computed were 7,543. This represents the num- 
ber of days which were not covered by the in- 
come. The hospital reports 13,713 entirely free 
days which indicates that some of the patients 
who paid an amount in excess of the cost and, 
thereby, paid for some patients who could not 
afford to pay. Free care for in-patients cost the 
hospital $20,121.29. 


How many free visits were there in the out- 
patient department? The income in the out-pa- 
tient department was $1,592.80, divided by the 
average cost per visit of $2.92 equals the number 
of visits paid for at cost—545. The total visits 
were 2,001; the free visits computed, therefore, 
are 1,456. The free care in the out-patient de- 
partment cost the hospital $4,246.72. 


You received a paper on “Cost Accounting in 
Small Hospitals,” let us read it together. 


The need and value of costs, as they pertain to 
the hospital, are recognized by progressive ad- 
ministrators. 


Costs serve as a base for rate revision; com- 
parison of operations from year to year; com- 
parison with other institutions, and bring to light 
the problems of management. Costs serve as a 
base for the distribution of funds by many cher- 
itable and fund-raising agencies. 


Financial operating statements serve a pur- 
pose but they do not supply the all important 
factor—costs. Unless a cost procedure is adopted, 
it is not possible to compare the true cost of 
services a hospital is rendering to patients with 
the revenues paid by or for patients. 


Cost methods will contribute to the economic 
stability of hospitals as they have to industry. 


The operating expenses of the hospital are the 
base for the determination of unit costs. To 
properly allocate the cost of services rendered, 
it.is necessary to apportion the direct depart- 
mental expenses to services to patients. 


The term “apportion” as used herein means 
the allocation of the direct expenses to the com- 
bined services to patients, by the use of a related 
statistical base. 


In presenting this cost procedure for small hos- 
pitals, no at:empt is made to determine each 
department or each service cost as is done in the 
procedure for large institutions. The same pro- 
cedure used by large institutions can be followed 
by the small hospitals, but, for the present, it is 
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believed that the determination of costs by the 
classification of rooms and out-patient visits is. 
acceptable. 


The method presented herewith illustrates how 
combined costs for services to patients by classes 
can be found. 


Every institution compiles an expense state- 
ment. It is no difficult problem to apply the fig- 
ures in the statement to the worksheet form illus- 
trated (Exhibit I). 


When the expenses have been entered on the 
form, the system of bookkeeping no longer plays 
a part. Obviously, the procedure can be used by 
any and all hospitals. 


The upper section records the related bases and 
the apportionment percentages to be applied to 
the direct departmental expenses. 


The lower part of the form shows the results 
of the application of percentages to the direct 
departmental expense. 


The administrative expense base and distribu- 
tion cannot be determined until all other distribu- 
tion has been completed. The base for appor- 
tionment is produced by the use of the totals of 
the various classes of rooms and out-patient de- 
partment. 


When the cost of each class of rooms and out- 
patient department is established, the cost is 
divided by the number of patient days and visits 
applicable and the result is the average cost for 
combined services to patients by classes. Patient 
days have been adjusted to 4 newborns to 1 adult, 
thus the costs produced are adult costs. 


The succeeding illustrations show how the 
bases for apportionment were produced (Ex- 
hibit II). 


In the upper part of Exhibit I we show the 
percentages for apportionment. In order that 
you may see how these percentages were pro- 
duced, let us refer to Exhibit II Bases for Ap- 
portionment of Direct Expense. You will note 
that in determining the area we have taken the 





Exhibit II 
BASES FOR APPORTIONMENT OF DIRECT 
EXPENSE 
AREA 
Square 
Feet Percentages 
Single Bed Rooms ........... 2,254 30.32 
Two-bed Rooms ............+. 2,660 35.78 
NOME). Scoiseanacanena ceaamur 2,284 30.72 
Out-Patient Department ...... 236 3.18 
NE io cicnig ww isnaeivakinsalents 7,434 100.00 





square foot measurements of various rooms and 
the out-patient department. We have used square 
feet but if the ceilings are of different heights 
then cubage should be used. It will be noted that 
the total square feet represents 100 per cent and 
the square feet of each class of rooms determine 
the percentage of this 100 per cent total. 


Meals 


As the number of meals served to patients is 
used as the base for apportionment, every insti- 
tution should compile statistics on the number 
of meals served. If no record of meals is kept, 
the determination of the number of meals served 
should be done by test. For instance, count the 
meals served the first week in July, the second 
week in September and the third week in No- 
vember thus applying the law of averages. 





Number Percentages 
Single Bed Room Patients .... 14,447 19.64 
Two-bed Room Patients ...... 20,759 28.22 
Ward Patients csi ci cise 88,354 52.14 
Total Meals to Patients .... 73,560 100.00 
Laundry 


(POUNDS OR PIECES) 


Laundry apportionment is produced by count- 
ing the number of pieces or pounds. If no record 
is kept a similar test is made as suggested for 
meals. 





Number of 
Pieces Percentages 
Se ae ee ee 37,917 18.19 
TWO-DOU ROOMS 6606 scenes esas 54,552 26.17 
WEE csi oe ee aweiaae ney 101,016 48.46 
Out-Patient Department ..... 14,967 7.18 
Total Laundry to Patients.. 208,452 100.00 


Medical Care 


Medical care in this institution includes drugs. 
It is recommended that drugs be kept in a sepa- 
rate account. Medical care really represents 
house staffs’ salaries not assigned to operating 
and delivery rooms, to other special service units 
and the out-patient department; rubber goods, en- 
amelware and other medical and surgical supplies 
used in bedside service; repair of technical instru- 
ments and apparatus by outside agency exclusive 
of that belonging in the operating and delivery 
rooms. If the accounts are kept separate, medical 
care distribution is based upon the days of service 
by the paid staff to the various classes of patients. 
If drugs or medications are carried as a separate 
account, the distribution is made by the use of in- 
patient days and out-patient visits. 
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Daysof Percentages 





Single Room Patients .......... 152 14.92 
Two-bed Room Patients ........ 265 26.00 
WEE POMONON 5 v5s.5 occa cecccctes. 546 53.59 
io a 56 5.49 

Total'to Patients .......5.066 1,019 100.00 


Nursing Care 


Nursing care is determined by the number of 
days of nursing. It is no difficult problem for 
your directress of nurses to determine the number 
of days of service for each class of patients. 





Days of Percentages 
Single Room Patients ......... 1,298 10.80 
Two-room Patients ........... 3,347 27.85 
Ward Patients: ......cceecvees 4,807 40.00 
Out-Patients ...... Rickie ceeas 2,565 21.35 
MGUY csv Oe elec arevevicme 12,017 100.00 
Medical Records 


Medical records are based upon the number of 
patients. 


Number of 





In-Patients Percentages 
Single Bed Room Patients ...... 370 19.60 
Two-bed Room Patients ......... 533 28.20 
Ward Patents: 2.6 secs des wccncnes 986 52.20 
eR Os eee 1,889 100.00 


Operations and Deliveries 


The number of operations or deliveries is the 
base. 








Number of 
Operations Percentages 
Single Bed Room Patients....... 116 13.60 
Two-bed Room Patients ......... 214 25.08 
Ward PAtents ..i6icc ce ces cee 329 38.40 
CHUEHPRCIONUE heirs pede ca cvescie 196 22.92 
MOUME Mo elcier eat ct paca ua OR ieial Wier a a 855 100.00 
Number of 
Deliveries Percentages 
Single Bed Room Patients ....... 103 33.74 
Two-bed Room Patients ......... 93 30.23 
Ward Patients <i... ccceiseetccns 110 36.03 
ENGSGIND a, sin vist s,3: a atsiocaalee octane 306 100.00 
X-rays 


The number of films or exposures is the base 
for x-rays. 


Number of Films 
or Exposures Percentages 





Single Bed Room Patients ....... 150 11.67 

Two-bed Room Patients ........ 277 21.52 

Wee POUIONON 6 o66i cies neces as 530 41.23 

CHIP REIOUS oo isis nike sk coe cnce 328 25.58 

OREN ee bs cd. Kaeo eee 1,285 100.00 
Laboratory 


The number of laboratory examinations is the 
base for laboratory. 
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Number of 
Examinations Percentages 








Single Bed Room Patients ..... 1,864 12.37 

Two-bed Room Patients ....... 3,997 26.52 

WNL RINE 0 os odes cee den'e 6,967 46.23 

COURSE NONIINED = oa eosin s ov cu baet.s 2,243 14.88 

GMM ciaia ah aeetnas tesda 15,071 100.00 
Administrative 


This expense distribution cannot be made until 
all other distribution has been made. Let us turn 
back to Exhibit I. In the upper section we have 
entered the percentages of apportionment and in 
the lower section we have applied these percent- 
ages to the direct expenses. When the distribu- 
tion was completed we added our columns and 
arrived at our temporary totals. These tem- 
porary totals form the base for the distribution 
of administrative expense. 





Temporary 
Totals Percentages 
Sitigle NOGA. 6's vee cece ses $11,948.66 18.63 
Twa-bed) GGWaS o s.s ccc cece 18,510.40 28.86 
Br eee 28,417.23 44.31 
Out-Patient Department .... 5,253.65 8.20 
RUMEN sixtviclne ds chee wennune $64,129.94 100.00 


By dividing the costs arrived at for each class 
of patients by the number of patient days or visits 
we produce the average cost per diem or visit. If 
you will compare these costs to those which I 
mentioned previously in my study of this hospital, 
you will find that they are quite comparable. 


Need for Accounting and Costing Methods 


Considering the hospital field as a whole, in 
New York City the same as elsewhere, the devel- 
opment and adoption of adequate budgetary, ac- 
counting, and cost methods has been very slow. 


In all branches of American industry the ad- 
vancement in the last 20 years that has taken 
place in accounting is so great that it might well 
be called a revolution in business practice. 


Why have American hospitals lagged behind? 


We all know that the voluntary hospitals are 
operated for the care of the sick, but we also 
know that operating a hospital for the care of 
the sick is a business. 


If this is so, should we not apply business 
methods? 


The delinquency of hospitals in respect to busi- 
ness methods is explained by the fact that volun- 
tary hospitals, being philanthropically supported, 
unlike industrial organizations, have rarely been 
required to show an annual profit; and tax-sup- 
ported government hospitals—never. In fact, 
few of the former and none of the latter have been 
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required to break even at the end of the financial 
year. 

There existed for the voluntary hospitals a sort 
of financial paradox—an operating deficit being 


considered an asset. Although not a balance 
sheet asset, it nevertheless was believed to be an 
advantage and a potent argument in soliciting 
the public for money. 

Hospitals have apparently passed into another 
financial era. The deficits of voluntary hospitals 
lack potency to obtain additional funds. Depres- 
sion, yes, and the so-called recession has taken its 
toll. The charitably inclined people of this coun- 





try have declined in financial means and cannot 
give as they used to. Deficits, therefore, should 
be avoided. Expenses should be reduced. This 
should not be done by reducing salaries of em- 
ployees, as they are too low in hospitals now, nor 
for the purpose of accumulating a surplus, but 
to keep expenses within income. Hospitals must 
balance their budgets. Quantity and quality ser- 
vice is demanded at minimum cost. 

How can this be accomplished ? 

All hospitals should adopt accounting and cost- 
ing methods which will contribute to their suc- 
cess and stability. 





Hospitals and 


The total of premiums paid by hospitals for the 
various types of insurance which hospitals carry 
is an important item in the hospital budget. In 
the aggregate it is in excess of $1,500,000 per 
year. It is a continuing expense and is constantly 
increasing. 


In all respects, hospital insurance risks are 
much better than average insurance risks. In a 
majority of classifications they are considered 
preferred risks. As a rule, the buildings are 
of fireproof or fire-resistant construction and 
the mechanical equipment is modern in type and 
well protected from usual hazards of property loss 
and accidents resulting in personal injuries. The 
medical and nursing staffs are well-trained, capa- 
ble, and experienced and the maintenance staff is 
selected carefully. However the advantageous 
position of the hospitals is not reflected in the 
rates charged by the underwriters for their in- 
surance policies purchased by our hospitals. 


For the insurance companies the hospital busi- 
ness is highly profitable. The amount of the 
premiums paid by the hospitals is out of all pro- 
portion to the amounts paid them by the insur- 
ance companies as reimbursement for losses under 
their policies. This applies to all classifications of 
insurance—fire, personal liability, personal in- 
jury, malpractice, boiler or elevator. 


Our attention was attracted to this real dispro- 
portion between the amounts the hospitals paid 
for premiums and the amounts which the insur- 
ance companies returned for reimbursements to 
hospitals in the excellent report submitted by its 
Insurance Committee to the Minnesota State Hos- 
pital Association. 


The work,ef the Committee covered a five-year 
survey period. It reported that for a five-year pe- 
riod the hospitals carrying— 


Malpractice insurance paid $91,957 in pre- 
miums. Losses paid by insurance companies 
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Insurance Rates 


amounted to $31,813; approximately $3 paid 
in premium for $1 received in benefits. 
Public liability insurance paid $25,859 in pre- 
miums. Losses paid by insurance companies 
amounted to $4,438; approximately $6 for $1. 
Elevator insurance paid $10,653 in premiums. 
Losses paid by insurance companies amounted 
to $84.25; approximately $120 paid for $1. 
Boiler liability insurance paid $14,555 in pre- 
miums. Losses paid by insurance companies 
amounted to $31; approximately $440 for $1. 


The total paid in. premiums for these four 
classes of insurance during the five-year period 
was $143,026. The total of losses paid by the in- 
surance company during the same period was $36,- 
367. The hospitals paid $4 in premiums for every 
dollar returned to them by the insurance com- 
panies in payment of losses. The experience of 
Minnesota hospitals will run parallel with the hos- 
pitals of other states. 

Fire insurance rates have been materially re- 
duced, but liability insurance rates have been 
substantially increased, continues the report. The 
fire insurance rate charged hospitals, despite the 
reduction, is much higher than it should be. 


A survey of premiums paid to insurance 
companies by hospitals and the losses which the 
insurance companies have paid, would reveal that 
the business of underwriting hospital insurance is 
highly profitable. There is no question but that 
the premium rates charged hospitals are high, if 
the difference between the total of the premiums 
paid and the losses paid is a fair criterion. 


The work of the Insurance Committee of the 
American Hospital Association resulted in a bet- 
ter understanding between hospitals and the un- 
derwriters. The rates are still “far out of line.” 
A close study of the actual figures relative to 
premiums and losses paid should be made and 
carefully assembled in order to establish fairer 
rates for hospital insurance. 
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Technique of Obtaining Permission for Autopsies 


MARGARET WARWICK 


sies is directly proportional to the effort and 

energy put forth in trying to obtain them. 
Furthermore, this effort must not be left to chance 
or to isolated individuals, but must be a carefully 
planned campaign in which the entire hospital 
personnel is educated to take an intelligent part. 
To make such a campaign successful, there are 
three fundamental objectives to be attained. First, 
the hospital must have the respect and confidence 
and good-will of the family of the deceased; sec- 
ond, every member of the hospital personnel must 
be convinced of the value and importance of 
autopsies and they must all work together to 
obtain as many of them, as is possible; and, third, 
the actual solicitors must be well trained in the 
technique of making the request. 


G sesisa in obtaining permissions for autop- 


It is very necessary for the family of the 
patient to feel kindly toward the hospital and to 
feel sure that everything possible, both as to 
courtesy and skilled care, had been done for their 
beloved relative. Everyone from the door-man 
to the attending physician must do his share to- 
ward creating this good will and must remember 
that a single discourtesy on the part of any one 
may result in failure to obtain an autopsy. This 
responsibility, of course, rests most heavily on 
the shoulders of the nurses and interns who are 
with the patient the greater part of the time. 
It is not sufficient to please the patient, but his 
family should be considered to be even more im- 
portant and should never be ignored or neglected. 
The family should feel that the interest of the 
nurses and interns is constant and sincere. A 
sudden burst of attention toward a chronic case, 
that has been somewhat neglected in the past, 
will always arouse suspicion. The physicians and 
interns will do well to see the family occasionally, 
discuss the case with them, warn them if the 
death of the patient is near, and see that, if pos- 
sible, they are present at the end. Otherwise, 
the shock of the death, or remorse and sorrow 
over their absence, may give them a feeling there 
has been a lack of interest and consideration on 
the part of the hospital personnel and may result 
in refusal of an autopsy. 


Every member of the hospital personnel must 
be taught the desirability of the autopsy and 
must be trained to lend their whole-hearted sup-' 
port toward obtaining as many as possible. The 
influence of a single scoffer, who does not approve, 
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may have an adverse effect which may mean the 
loss of many autopsies. Allowing nurses and 
technicians to attend autopsies, and emphasizing 
unusual findings or stressing the importance of 
the pathologic findings will do much to make con- 
verts of them. 


Points to Be Considered in Securing Permission 
For an Autopsy 


The solicitor is, of course, the most important 
individual. He should have had contact, person- 
ally, with the family before the death of the 
patient, and should be familiar with the details 
of the case. Most important of all, he should 
himself, be a loyal supporter of the autopsy be- 
cause a half-hearted appeal, not backed by a firm 
conviction of the humanitarian and _ scientific 
value, will fail. He who asks, must be convinced 
of the worth of the autopsy and should be willing 
to have one performed upon himself, or a member 
of his family, when the time comes. If he is not so 
willing, he should not ask the favor of others. 
An autopsy upon the body of a well-known physi- 
cian or a member of his family does much to con- 
vince the laity of its importance. 


The Solicitor 


The choice of the solicitor will depend on the 
individual hospital. The attending physician with 
his experience, tact, and knowledge of the family, 
will have the best results for he has the confidence 
of the relatives and it is a well-known fact that 
more autopsies are obtained in return for the 
doctor’s efforts and courtesy than for any other 
reason. However, he is often unable to be in the 
hospital at the time the patient dies. Some hos- 
pitals have found a specially trained clerk satis- 
factory but it may have been impossible for him 
to have much contact with the family before the 
patient’s death and he will find it difficult to be 
familiar with the medical aspects of the case. 
The resident on the service usually does well, if 
he can spare enough time from his other duties 
to be always available. The pathologist has the 
requisite enthusiasm, but he usually has no part 
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in the ante-mortem care of the patient and when 
a strange person appears with such a request, 
it raises the thought of ulterior motives or of 
“experimentation.” In the majority of hospitals, 
permission for an autopsy is solicited by the intern 
for he has been in close contact with the patient, 
he is usually in the hospital, and he is conversant 
with the medical facts of the case. But he should 
have the backing and encouragement of the resi- 
dent, the pathologist, the superintendent, and the 
attending physician, and should feel free to call 
them when he has failed. Frequently another 
person, particularly if he has graduated from the 
white uniform which means “immaturity” to the 
laity, may succeed by throwing the balance of 
power, when the intern has failed. 


Technique in Request Procedure 


When they first enter the hospital, the interns 
should be sold the idea of the autopsy and should 
be trained and coached by the resident, the path- 
ologist, the superintendent, or some one of the 
medical staff, in the technique of making the 
request. He should not be allowed to fumble or 
blunder at the unpleasant task, but should be able 
to start confidently on a definite line of procedure. 
After each interview, he should fill out a report 
of his success or failure and deliver it to the path- 
ologist within the next twenty-four hours. Such 
reports may be made easy by having always avail- 
able, blanks which may be filled out by writing 
only a few words. Such a blank is shown in Fig- 
ure I. It is natural for anyone to perform a duty 
in a more conscientious manner when he must 
report it in writing, and when it may affect his 
standing in the eyes of his superiors in the hos- 
pital. Such a report serves as a check on the 
energy, effort, and efficiency of the intern, it ex- 
plains to the pathologist why autopsies are ob- 
tained or lost, it shows how the various factors 
affect the obtaining of autopsies, and it tells the 
hospital of help or interference on the part of 
its personnel, by its medical staff, or by outside 
persons. It also offers possibilities in studies or 
compilations of statistics of comparison of clinical 
diagnoses and pathological findings. It is usually 
unsatisfactory to offer cash bonuses or other sim- 
ilar rewards to interns for obtaining permissions 
for autopsies for it too often leads to coercion of 
the family such as threats of holding the body, 
of sending for the coroner to determine the cause 
of death, or of sending the body to the county 
morgue. This is never justifiable because one 
autopsy gained by such methods may mean the 
loss of many others in the future. 


Requesting an autopsy before death is justifi- 
able and successful only under very rare circum- 
stances such as long, chronic illness, unconscious- 
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Figure I 
INTERN’S REPORT ON INTERVIEW TO OBTAIN 
AUTOPSY 
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Note:—A complete report must be made to the pathologist on 
each death within 24 hours after the interview. 


ness of the patient, or the anticipated absence of 
the family at the end. The request is best made 
from fifteen minutes to half an hour after the 
death. This will give the relatives time to re- 
cover somewhat from the shock, but will be before 
they leave the hospital. The request should be 
made directly to the nearest of kin with as few 
as possible of the other relatives present. How- 
ever, if one member of the family seems to be a 
strong character, or more intelligent than the 
others, it may be best to direct the arguments 
directly to him and leave it to him to convince 
the person most concerned. It is rarely satisfac- 
tory to intrust the request to a friend and it 
should never be made through an interpreter. 


The request should be made in a quiet room, at 
a little distance from where the patient lies, and 
this room should be well enough furnished for the 
family to be comfortable during the interview. 
It is always inadvisable to make the request in 
the presence of the dead relative or in the hospital 
corridor or waiting room with its interruptions 
and publicity. The solicitor should have a calm, 
responsible, dignified, and deliberate manner. He 
should speak in a low voice but clearly and slowly 
so that there is no appearance of coercion or un- 
due haste. He should begin by offering a few 
words of sympathy for their bereavement and 
make them feel that he understands their emo- 
tions at this time. He should then discuss the 
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case, mentioning and deftly emphasizing some 
of the things that were done for the patient and 
regret that the case was too far advanced for 
them to be effective. He should then touch on 
some controversial points in the case so that 
the family may feel that there were some rather 
mysterious factors which need explanation. And 
then, in a very casual manner, he should ask if 
they would like to have an autopsy performed, 
saying that it was a courtesy offered by the hos- 
pital without additional expense, that it would 
mean very little additional delay and that it was 
offered in every death and was usually accepted. 
Unpleasant terms, such as “post-mortem” should 
be avoided but yet one must be explicit enough 
for the family to understand just what is in- 
volved. To speak of “an examination” is rather 
unsatisfactory because the relative may think 
that external examination only is considered. The 
word “operation” is familiar and inoffensive and, 
if necessary the expression “operation after death 
to see what is wrong” will give a clear idea of the 
procedure. 


The solicitor must be a good salesman and 
enough of a psychologist to see which of his 
arguments are the most effective, and then press 
his advantage by stressing and elaborating that 
particular one. But it is most important to pre- 
sent the matter as a favor to the family for the 
majority of us are selfish enough to be primarily 
interested in ourselves or our immediate families. 
In some instances the possibility of protection for 
other members of the family may. be emphasized, 
such as the finding of tuberculosis in one member 
of the family might allow early care for other 
members. Sometimes a family’s interest may be 
stirred by mentioning some former illness and 
they may consent to an autopsy in order to see 
what effect it may have had on his last illness. 


The advisability of an autopsy as an aid in col- 
lecting insurance, or compensation may be 
brought out as well as the necessity in accident 
insurance. It is well to emphasize the fact that 
it would be more to their advantage to have the 
examination performed by the unbiased hospital 
pathologist than by a pathologist selected by the 
insurance company. It is usually useless to men- 
tion the value to humanity or the contribution to 
the advancement of science for, at that time, the 
average family’s interest is not on such distant 
horizons. If a patient is a child, the parents will 
often consent in the hope that knowledge may 
be obtained that may save the life of another 
child. In some unusual cases, this argument will 
be effective in the case of an adult. 


It is well to promise the family a report of some 
kind. A copy of the official protocol is inadvisable 
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because they usually cannot understand the med- 
ical terms and knowledge of the details is un- 
necessary for them. A report in the form of a 
letter written in simple terms may be advisable 
if the family lives out of town but that, too, 
should be avoided, if possible, because it may fall 
into unscrupulous hands and form the basis of a 
malpractice suit which will antagonize the at- 
tending physician and result in his discouraging 
all future autopsies. The most satisfactory re- 
port is an interview given with tact and under- 
standing, preferably by the attending physician 
or by the experienced pathologist. It is often 
well to offer an appointment at the time that the 
autopsy is requested. 


Anticipating Objections 


There are certain stock objections which may 
be anticipated by having answers ready. 


1 Disfiguration of the body: This may be 
answered by pointing out that the incision will 
not show above the clothing any more than would 
an operative incision. The autopsy will drain off 
pus and blood and, in that way, help the under- 
taker. Furthermore, the undertaker must cause 
some disfigurement in order to do his work in a 
satisfactory manner. 


2 Mutilation of the body: To this may be said 
that all living things must inevitably disintegrate 
and the removal and examination of the organs 
merely anticipates the decomposition which must 
begin with death. 


3 He has suffered enough: There is no suffer- 
ing for a dead body. An operation on the living 
brings pain to the patient, but with the promise 
of help for him while an autopsy brings no pain 
to the patient and offers him no help but may 
bring benefit to others who survive him. 


4 Let someone else have it done: This may 
be pointed out to be a very selfish attitude and 
if it belonged to everyone, medical experience and 
teaching would come to a stand-still. An autopsy 
will bring added experience and knowledge to 
physicians who will, then, be better able to treat 
surviving members of the family. Everyone bene- 
fits by the knowledge gained by autopsies and, 
so should be willing to contribute his bit. 


5 He would not have wanted it: It is well 
to question that and ask if he ever discussed it 
with them. Point out that the patient was a very 
generous and unselfish person who always thought 
of others and would, doubtless, if he knew the 
conditions, be glad to help others afflicted as he 
was. 


6 This is not an unusual case: One can never 
be sure of that because autopsies always hold 
some surprises and unexpected findings are the 
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rule, rather than the exception. Laboratory tests 
are not infallible and should be checked, the x-ray 
does not show details of soft parts and the eyes 
of the cleverest clinician do not see under the 
skin. But, even if there were no unexpected find- 
ings, the autopsy is of value in checking various 
symptoms and different modes of treatment. 
Physicians should be warned not to tell the family 
with certainty, just what the patient had, when 
no autopsy was performed for no physician can 
be sure. 

7 Cancer is hopeless anyway: Many people 
are cured of cancer and it is very important to 
study its mode of progress in order to evaluate 
the various types of treatment, particularly the 
newer methods of using radium and x-ray. 

8 Our religion does not permit it: This state- 
ment is untrue and it is well to have at hand state- 
ments of leaders of different denominations, re- 
garding autopsies. In some communities, priests 
and rabbis are willing to use their influence to 
obtain autopsies. Usually this argument is used 
to cover a personal aversion to the examination. 

9 It will not bring him back: This may be 
answered that it may keep someone else, possibly 
a member of the family, from going. Prevention 
is better than cure, and more effective. 

10 We do not care what he had: They may 
not care now but they will later when the first 
shock of grief has worn off and they have been 
asked that question over and over again. Then 
they will begin to wonder if this or that could 
have been responsible. It is also a comfort to 
know that nothing more could have been done and 
that no treatment would have been effective. Also, 
if they do not care, others do, especially the physi- 
cians who attended him. 

11 We know too much about autopsies: Such 
a statement usually comes from someone who 


is attached to a hospital. One can only say that 


- it is unfortunate that they gained their knowl- 


<i 


edge elsewhere for in this hospital, autopsies are 
done in a way that would offend no one. A care- 
lessly performed autopsy leaves a wide wake of 
disapproval which often affects innocent pathol- 
ogists and hospitals. 

Finally, one must remember that the only fair 
way to obtain permission for autopsies, is by fair, 
logical argument. If the solicitor finds that the 
family are unconvinced by any of his arguments 
and they insist that they will not have one done, 
it is useless to prolong the interview for it will 
only antagonize them further and prevent future 
autopsies not only with them but with their 
friends. On the other hand, if the autopsy is 
secured by fair argument and the family is well 
satisfied with their report, it will mean that very 
little argument will be needed next time. And 
nothing brings autopsies like more and more 
autopsies. 
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Dr. Mohler Appointed Dean of Jefferson College of Medicine 


son College of Medicine, 1929-1932, and has been 
associate professor in medicine from 1932 to date. 
His medical writings have been a valuable con- 


The Jefferson College of Medicine, Philadel- 
phia, has elected Dr. Henry K. Mohler as Dean. 
Dr. Mohler has been the Medical Director of Jef- 
ferson Hospital since 1914. He is one of the 
ablest and best-known medical men in the hospital 
administrative field. As an educator and admin- 
istrator, his long experience has endowed him 
with unusual qualifications for his new position. 


Graduating from Jefferson Medical College in 
1912, he served his internship in Jefferson Hospi- 
tal during 1912-1913. He was in charge of the 
Laboratory of Clinical Medicine at Jefferson until 
1914, when he was appointed medical director. 
He was assistant professor in medicine at Jeffer- 
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tribution to medical literature. They have been 
widely published in this country and abroad. Dr. 
Mohler served as captain in the medical corps of 
the United States Army during the World War 
and was appointed lieutenant-colonel, Medical 
Officers Reserve. 

Jefferson Hospital has been developed in every 
good way in the 25 years during which Dr. Moh- 
ler has directed its activities. Its close affiliation 
with Jefferson College of Medicine has identified 
it as one of the leading teaching institutions in 
this country. 


HOSPITALS 





Autotrails 


of our everyday life. As our thoughts 

turn to the Fortieth Annual Convention 
of the American Hospital Association to be held 
in Dallas, during the week of September 26 to 
30, it would seem very opportune to discuss with 
our readers the many trailways which lead from 
all points of the continent to this beautiful Texan 
city. 


A UTOMOBILE travel is an accepted part 


Those who desire to see the country and for 
whom time is not of utmost importance, trav- 
eling by automobile offers many advantages, es- 
pecially with the magnificent network of first 
class roads that are available. September is a 
delightful month for this form of travel. Usually 
the weather conditions are ideal, while the coun- 
try is just taking on the glorious coloring of sea- 
sonal change from late summer to early fall. To 
many of our delegates, the attraction of the South 
will be a powerful inducement to attend the Dallas 
convention. The glamor of the country below the 
Mason-Dixon Line has always excited the interest 
of people wherever they may live. 


Eight main highways, fed from the main trunk 
routes of the country, make it possible to reach 
the Convention City by paved roadways from al- 


most every point. Running from Atlantic City 
to Astoria, Oregon, is the famed U. S. highway 
No. 30 and radiating southwards from it are such 
excellent trails as U. S. 91 to Salt Lake City; 
U. S. 287 to Denver; U. S. 77 to Oklahoma City; 
U. 8S. 67 to St. Louis and U. S. 31 to Indianapolis 
all of which again connect with other roads which 
will bring us closer to Dallas. 


The Blue Ridge Route 


Those who live in the northeast can travel to 
Dallas along the backbone of the great Blue Ridge 


Dallas 
at 
Night 
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to Dallas 


Range spending at least two days enjoying the 
scenery and mountain air. If it is preferred just 
a portion of the time need be spent in the 
mountains for one can branch westward towards 
the plains at almost any point. As an illustra- 
tion, those traveling from Boston may take U. S. 
20 to Sturbridge (or Springfield, Mass.) and then 
U. S. 15 to Stafford Springs, Rhode Island. Fol- 
lowing S20 to Winsted, Connecticut, and then 
west on U. S. 44 to Kerhonkson, New York. From 
here we go southwest to Virginia over U. S. high- 
ways 209; 15; and 11 until Bristol is reached. 
From Bristol taking U. S. 1lw; 70; and 67 we ar- 
rive at Dallas by way of Knoxville, Tennessee, 
and Little Rock, Arkansas. 

If it is desired to avoid the Blue Ridge, then 
it is suggested that you take U. S. highways 
11; 40; 220; 50; 66; 69; and 75. This rout- 
ing passing through Hagerstown, Maryland, 
and going southwest to St. Louis and so to 
Dallas over the Ozark Mountain trail through 
some of the most glorious scenery in the 
country. Still further variety is obtainable by 
leaving U. S. 50 at Cincinnati and trailing further 
south to Louisville, Kentucky, and from there 
following U. S. 60 to Poplar Bluff and onward by 
U. S. 67 to Dallas, this latter road going through 
the Ozarks on their southwest exposure. Con- 
vention-goers from Albany, Scranton, New York, 
Philadelphia, Pittsburgh, Columbus, Ohio, and 
Cincinnati, Quebec or Montreal can connect with 
any one of these routings in their respective lo- 
calities. 
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Canadian Travellers 


Canadians from Quebec, Montreal, Ottawa, 
Kingston and Toronto will find their shortest 
route is to travel over King’s Highway No. 2 to 
ports of entry to the United States at either De- 
troit, Niagara Falls, or Buffalo. Those entering 











An Ozark Trail 


by way of Buffalo should follow the scenic lake 
shore route U. S. 20 to Cleveland then over U. S. 
42; 36; and 40 to St. Louis via Indianapolis. If 
entry is made through Detroit the most direct 
road is southwest to Indianapolis by way of Fort 
Wayne. 


The Gulf of Mexico Invites You 


Delegates from the southeastern states will 
experience a scenic panorama of great variety par- 
ticularly those driving from Florida for they 
can follow the famous coastal trailway along the 
Gulf of Mexico to New Orleans and then crossing 
to Houston, Texas, and so to Dallas. From Miami 
either the east or west coast of the Florida pen- 
insular may be followed through Jacksonville or 
Tampa respectively as both routes connect with 
U.S. 319 along the coast to New Orleans. Instead 
of travelling to Houston one can leave the coast 
at New Orleans and travel diagonally northwest to 
Dallas passing through historic Baton Rouge and 
then to Shreveport. An alternative inland route is 
available by leaving U. 8. 90 at Marianna, Florida, 
and following U. S. 31 to Montgomery, Alabama. 


However, unless there is a particular reason for 
travelling inland the coastal trail is definitely 
recommended, its beauty is unsurpassed. If time 
permits the traveller will be amply repaid by 
going from Houston to Dallas by way of San 
Antonio and spending a short time in this beauti- 
ful historical city so reminiscent of Spain. 


Prospective highway travellers living in the 
Carolinas, Georgia, Alabama, and Mississippi will 
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find that they are adequately served by U. S. 1 


_ connecting Raleigh, North Carolina, with Colum- 


bia and Augusta, South Carolina, while U. S. 78 
proceeds to Atlanta, Georgia, and thence to Bir- 
mingham, Alabama. From Birmingham U. S. 82 
goes west across Mississippi and Arkansas to Tex- 
arkana and then on U. S. 67 to Dallas. U.S. 51 
connects Memphis, Tennessee, with U. S. 82 for 
those desiring to use this trail but it is suggested 
that the most direct route to Dallas from Mem- 
phis is over U.S. 70 to Little Rock, Arkansas. 


Mountain and Desert Trails 


An entirely different type of scenery but none 
the less magnificent awaits those travellers by 
automobile who reside at the west coast. From 
the far northwest Vancouver, British Columbia, 
Seattle, and Portland, Dallas can be reached in 
less than a week of travel by following U. S. 30 
and 91 across the Rockies, along the fringe of the 
Great Salt Lake Desert and south into Salt Lake 
City and from there over U. 8S. highways 50 and 
87 to Amarillo, Texas, where the largest helium 
plant in the world is situated. If a more northerly 
route is preferred then U. S. highways 10; 20; 
and 87 will serve the purpose by way of Denver 
and will meet U. S. 50 at Pueblo, Colorado. This 
trailway is quite suitable for autoists from Ed- 
monton and Calgary, ‘Alberta, for by traveling 
south to the international boundary they connect 
with U. S. 10 over U.S. 91 and 87 via Great Falls, 
Montana. By passing on south to Salt Lake City 
the grandeur of Yellowstone National Park can be 
participated in which as all the world knows is a 
vacation in itself. 


Due West to Dallas 


Mountains, desert, and rolling plains await the 
traveler from the southwestern states. From Los 
Angeles the transcontinental roadways lead due 





A Beauty Spot in Arkansas 
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west to Dallas over U. S. 66 to Amarillo, Texas, 
370 to Wichita Falls, 82 to Gainsville and 76 to 
Dallas. U. S. 66 passes through the renowned 
Painted Desert and the Petrified Forest and a 


short detour northward from Williams, Arizona, . 


will bring as its reward a sight never to be for- 
gotten, the Grand Canyon. San Francisco trav- 
elers can connect with U. S. 66 by means of high- 
ways U.S. 50 and 99. This western states rout- 
ing runs so truly west that it adequately serves 
as the main trunk for all points in southern Cal- 
ifornia and New Mexico. 


Traveling South to Dallas 


The north central and central states are gen- 
erously supplied with highways which make Dal- 
las a short and pleasant trip. Chicago is but a 
two days’ drive by following U. 8. 67; 69; and 75. 
Under reasonable weather conditions, this is one 
of the most enjoyable tours conceivable, through 
fertile plains and the inspiring splendor of the 
Ozarks. Delegates from Duluth and vicinity will 
do well to go to St.Paul-Minneapolis over highway 


One of the Golf Courses 
in Dallas 
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A View of the 
Dallas Convention Hall 


U. S. 61 and continue southward on U. S. 65; 69; 
and 75 through Kansas City. 


Wisconsin people from Madison or thereabouts 
may take either U. S. 51 and 40 into St. Louis or 
U. S. 51; $149; U. S. 6; and 69 which will trail 
them through Kansas City. 


Your Trip in Detail bs 

Convention time is often vacation time for dele- 
gates and so it is to be expected that when they 
take to the trailways it is with the thought in 
mind of seeking relaxation and beauty. And 
so we say—make your plans now to attend the 
Fortieth Annual Convention of the American 
Hospital Association at Dallas and if the auto- 
mobile is your chosen method of travel then con- 
tact your associates and arrange to come by the 
car-full. 


If HOSPITALS, cooperating with recognized 
travel bureaus, can help you plan your trip, a 
line to our offices is all that is necessary—and 
remember—ALL ROADS LEAD TO DALLAS IN 
SEPTEMBER. 








Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Liability of Charitable Hospital for Negligence 
of Nurses—Second Appeal 


This case has been the subject of our comment 
before (Southern Methodist Hospital and Sana- 
torium of Tucson v. Wilson, 45 Ariz. 507, 46 
P(2) 118),* the instant comment dealing with 
the second appeal. The case was tried below a 
second time and resulted in a judgment in favor 
of plaintiff. This judgment was reversed, and the 
case was again remanded, this time carrying with 
the mandate an instruction to enter judgment in 
favor of the defendant. 


It will be recalled that the patient, a child, had 
been burned as a result of the negligent use of a 
hot water bottle by one of defendant’s nurses. 
The Supreme Court of Arizona said, in effect, in 
its first opinion: The defendant calls itself a 
charitable institution. In order to come within 
the rule exempting charitable hospitals from neg- 
ligence of their employees, defendant must not 
only be a charity in law, but it must actually dis- 
pense charity. 


In the instant case the court said: “And we 
reversed the case for a new trial to determine 
whether or not, as a matter of fact, the defendant 
was living up to the principles set forth in its 
articles of incorporation. ’” Thus, when the chari- 
table aspect of a hospital is put in issue by the 
pleadings, counsel for defendant hospital must 
show, by appropriate evidence, that defendant is 
in fact a charity. To illustrate: Defendant was 
duly incorporated as a charitable and religious 
corporation after having been taken over by the 
Methodist Episcopal Church, South. Thus, ad- 
mittedly, defendant was a charitable hospital; but 
plaintiff urged that it had in fact become a profit 
making institution in the great number of its 
patients paid, in varying amounts, for the serv- 
ices of the hospital. However, the court said: 
“Generally speaking, the operating costs of the 
hospital approximated eighty to a hundred thou- 
san dollars a year. Of its total revenues, approxi- 
mately 90 per cent was from fees received from 
its patients, and the other 10 per cent by contri- 
butions from various charitable organizations and 
institutions. Had the defendant, at the time of 


*HOSPITALS, Vol. 10, No. 9, p. 105. 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








its organization, owned the hospital property, fully 
equipped and free from debt, it is probable that, 
over the period of its organization, as a whole its 
operating revenue would have slightly exceeded 
its total expenses. It was not, however, in this 
fortunate condition. The property which it took 
over was heavily burdened with debt, and while 
there were various contributions made from time. 
to time, amounting to forty to fifty thousand dol- 
lars in all, which went into its capital and assets, 
defendant was forced to assume the existing in- 
debtedness, together with other necessary expen- 
ditures for improvement and maintenance, the 
bonded indebtedness reaching at one time $75,000, 
and the floating indebtedness varying in amount 
sometimes running as high as twenty or twenty- 
five thousand dollars additional. When the carry- 
ing charges of the indebtedness are added to the 
operating expenses of the institution, it appears 
that it was able to pay little, if anything, on the 
reduction of the principal of the indebtedness at 
any time, and in its later years was unable to pay 
even the carrying charges of the debt in full, so 
that it never made a true profit, in the sense that 
profit is reckoned by a private corporation, during 
the course of its existence. No dividends, of 
course, were ever paid, and most of the officers 
and directors, aside from those engaged continu- 
ously in the operation of the physical plant, gave 
their services free at all times. 


The court next directed its attention to the 
question whether defendant was a charitable in- 
stitution, in the face of such evidence. Because 
of the thoughtful, well-chosen language of the 
court, speaking through Mr. Justice Lockwood, 
we quote again from the opinion: “When charity 
is not to consist of a few sporadic acts for a small 
number of individuals, but is to be extended to the 
public in general through a long period of time, 
it is generally handled by some institution which 
is able to collect the small gifts of the many, 
whether in money or services, and dispense them 
where they will do the greatest good, just as a 
reservoir collects the water from a thousand 
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springs and passes it out in a regulated manner 
to its beneficiaries. Were all the funds of an in- 
stitution which was established for a charitable 
purpose contributed by those who receive no direct 
benefit from the institution, without any expecta- 
tion of return, and were the services of the insti- 
tution given absolutely free of any charge what- 
ever, it would be recognized by all that the 
institution was, in the strictest interpretation of 
the word, a charitable one. But if we are to limit 
the application of the phrase ‘charitable institu- 
tion’ to those of this nature, the list would be 
small, indeed, and if those who gave of their time 
and money, without hope of personal return there- 
from, to keep the many hospitals of this country 
open were to.be told that their contribution must 
be sufficient to support the institution entirely, 
without any payment whatever by anyone for the 
services which it rendered, we are certain that a 
vast majority of those hospitals would be closed 
tomorrow. There are few of them, indeed, that 
are able to dispense unlimited hospitalization free 
of charge. ... The amount of endowment sufficient 
to provide funds for this purpose would be great. 
Even an institution as small as that of defendant 
would need a debt free plant and an invested fund 
of nearly two million dollars to continue its ex- 
istence on the present scale. If, therefore, we 
are to insist that those who contribute with the 
idea that the institution which receives their funds 
is a charitable one, must make that contribution 
large enough to maintain the institution not only 
(as) a charitable, but as a free one, in many, if 
not most of our communities there will be no place 
where the sick may be cared for under any cir- 
cumstances, except the private nursing homes 
available only to the very wealthy, or the county 
hospitals for indigents. We think the position 
that the test of a charitable institution is the ex- 
tent of the free services rendered, is difficult of 
application and unsound in theory. Is there a 
definite test which can be given? If the purpose 
of the institution is one which is recognized in 
law as charitable, and if it is not maintained for 
the private gain, or advantage of its organizers, 
officers or owners, directly or indirectly, we think 
the institution is properly characterized as a char- 
itable one, notwithstanding the fact that it 
charges for most, if not all, of the services which 
it may render, so long as its receipts are devoted 
to the necessary maintenance of the institution 
and the carrying out of the purpose for which it 
was organized.” 


Later, the court said: “The test is not whether 
the patients of the hospital pay more or less for 
their services, but whether those charged with 
its operation were conducting it for their private 
profit or advantage.” 
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The court then recognized the contention of 
counsel for plaintiff that, even though an institu- 
tion be incorporated as a charity, still it is bound 
to use due care in the selection of its employees 
and agents, and if it has not done so, it is to 
account for the negligent acts of such employees. 
The court, however, was of the opinion that the 
record showed no failure on the part of those in 
charge to exercise due care in selecting the nurse 
in question. It was also held that a hot water 
bottle burn called for application of the doctrine 
of res ipsa loquitur, saying: “We think the pre- 
sumption, that the person who applied the hot 
water bag to the patient, under circumstances 
such as set forth in those cases, and, indeed, in 
the present one, was negligent, is established by 
the rule of res ipsa loquitur, but we think it is 
going too far, even though we assume: it also 
established that the particular nurse referred to 
in the present case was negligent with the 
Zacharias baby (likewise previously burned), to 
hold it also shows that the hospital had not used 
due care in the selection or retention of competent 
employees. Further, it was shown that all of the 
nurses employed by defendant were graduated and 
licensed nurses authorized by the state of Arizona 
to practice their profession. We think where it 
is shown by positive evidence that the nurses 
employed by a hospital of this character, even if 
a presumption has arisen from the doctrine of res 
ipsa loquitor that the hospital has not used due 
care in the selection of a given employee, that 
presumption is entirely destroyed by the positive 
evidence, and, in order to overcome such evidence, 
there must be at least an affirmative showing that 
defendant had knowledge of the previous negli- 
gence of the nurse, and, notwithstanding such 
knowledge, continued her employment.” 


—_—__—_————. 


Charitable Teaching Institution Not Liable for 
Negligence of Instructors 


Hamburger v. Cornell University, 99 Misc. Rep. 
564, 166 N.Y.S. 46, order reversed in 184 App. 
Div. 403, 172 N.Y.S. 5, motion to appeal allowed 
in 186 App. Div. 929, 172 N.Y.S. 895, and or- 
der affirmed in 226 N.Y. 625, 123 N.E. 868. 
After a lapse of six years (1919-1925) the case 
appears in 240 N.Y. 328, 148 N.E. 539, wherein 
the plaintiff is appealing from a judgment of 
the Appellate Division of the Supreme Court, 
which judgment had reversed a judgment in 
favor of th2 plaintiff at Trial Term, and which 
had dismissed her complaint. Here (240 N.Y. 
328) the Court of Appeals affirmed the judg- 
ment dismissing plaintiff’s complaint. 


Plaintiff had lost an eye as the result of an ex- 
plosion in a laboratory operated by defendant. 
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There was some testimony tending to show that 


she had used improper ingredients in perform- - 


ing the experiment which caused the loss of her 
eye. The Court of Appeals, through Justice Car- 
dozo, said: ‘“Cofnell University is a charitable 
institution. . .. As such, in its relation to its stu- 
dents, it has the benefit of certain immunities not 
shared by institutions organized for profit. The 
subject has had its chief consideration in actions 
against hospitals. Through such litigation, the 
rule is settled in this state, and generally else- 
where, that a hospital, if public or charitable, is 
not liable for the negligence of its surgeons or 
physicians in the treatment of its patients. The 
question is still open whether it is liable to pa- 
tients for the negligence of servants or adminis- 
trative agents... . 


“We think a hospital’s immunity from liability 
for the errors of surgeons and physicians is 
matched in the case of a university by a like im- 
munity from liability for the errors of professors 
or instructors or other members of its staff of 
teachers..’ 


Thus, it was clearly held that a charitable 
teaching institution would not be liable for negli- 
gence on the part of its instructors in carrying 
out the duties of their respective offices. The de- 
cision would, of course, be applicable to hospitals 
maintaining schools of nursing, and it would like- 
wise be applicable to medical schools. 


—<—__-—_—_ 


Liability of Charitable Hospital for Burns Causing 
Death of Child 


Roche v. St. John’s Riverside Hospital, 96 Mise. 
Rep. 289, 160 N.Y.S. 401, order affirmed in 
176 App. Div. 885, 161 N.Y.S. 1143. 


The plaintiff, father of a deceased infant son, 
sued to recover damages for wrongfully causing 
the death of the child. The mother was a patient 
in defendant hospital. The hospital, a charity, 
agreed that the child might come in with the 
mother, and it also agreed and contracted to care 
for and watch over the child. The deceased came 
into contact with a steam pipe, receiving burns on 
the head from which death resulted. 


The first count of the complaint set up the 
breach by the defendant of an express contract 
to care for the child, resulting in injuries caus- 
ing its death. The second count charged negli- 
gence. Defendant demurred to the first count, 
and its demurrer was overruled. 


Generally, charitable hospitals cannot be held 
for their negligent acts. Furthermore, a plain- 
tiff generally cannot plead an implied contract to 
receive him and care for him in an attempt to 
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evade the rule of non-liability. But here, there 
was an express contract between the parents and 
the defendant to receive and care for the infant, 
and a breach of that contract occurred causing 
the death of the child. Now, it is good law every- 
where that a charity can be held to answer in 
damages in an action, the basis of which is a con- 
tract, express or implied. Only where the implied 
contract is sued upon to evade the rule of exemp- 
tion from liability will the courts deny a recovery. 
Usually, those cases are nothing more nor less 
than actions seeking the recovery of damages for 
negligence, with the plaintiff setting up the breach 
of an implied contract to care for him in order 
to evade the rule denying recovery against the 
charity for its negligence. 


It will be noted that the instant case was de- 
cided purely upon the pleadings, and not upon 
the merits, the only question being, whether the 
plaintiff had stated a good cause of action. The 
court decided that since there was here an ex- 
press contract the plaintiff had stated a sufficient 
cause of action against the defendant. Clearly, 
then, under New York law, a plaintiff may re- 
cover for the breach of an express contract for 
care and treatment although such breach par- 
takes wholly of a negligent act on the part of 
defendant charity. It is questioned whether the 
decision is sound in the light of other authority. 


+. 


Liability of Charitable Hospital for Burn Caused 
by Hot Water Bottle 


Phillips v. Buffalo General Hospital, 239 N.Y. 
188, 146 N.E. 199, affirming 207 App. Div. 640, 
202 N.Y.S. 572. 


Plaintiff, a pay patient in defendant charitable 
hospital, was burned when an orderly placed a 
hot water bottle upon her body while she was un- 
conscious, following an operation. The question 
presented to the Court of Appeals was whether 
defendant was subject to the rule of respondeat 
superior, i. e., whether defendant could be made 
to answer in damages for the negligent act of 
one of its employees. Now, the lower court had 
placed its decision exempting defendant from 
liability upon the ground of waiver, that is to say, 
when plaintiff entered the hospital, she impliediy 
waived the right to make a claim against the hos- 
pital for the negligent acts of its servants or em- 
ployees. 


The Court of Appeals said: ‘We are reluctant 
to permit an affirmance of the judgment to pass 
as an acceptance of the theory that defendant’s 
exemption from liability must rest on the waiver 
doctrine.”” The reason for such reluctance is the 
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existence of the Schloendorff decision, which 
clearly repudiated the waiver doctrine, and which 
exempted the hospital from liability on the ground 
that nurses and physicians are engaged by a hos- 
pital to pursue their callings according to the ac- 
cepted medical practice, and according to their 
discretion, so that in their work for the hospital, 
while administering the needs of the patient, they 
are not acting in the capacity of servants, thereby 
prohibiting application of the doctrine of respond- 
eat superior because of the absence of a master 
and servant relation between the hospital and the 
nurses and physicians it has engaged. 


Being thus confronted, the Court of Appeals 
was forced to consider the status of an orderly 
in determining whether the hospital should be ex- 
empted from liability. The court first said: “The 
doctrine of implied waiver is logically weak. It 
rests on the patent fiction that the patient has 
voluntarily relinquished a known right by com- 
ing to the hospital for treatment.” Then: “The 
status of an orderly is determined by the nature 
of the work he is employed to do rather than by 
the payroll designation of his position. Broadly 
speaking, he is a hospital attendant who does gen- 
eral work, while a nurse is one who cares for the 
sick. The line of demarcation is not clearly 
drawn. The orderly at times does nursing, and 
a nurse may be put to the inconvenience of wait- 
ing on herself. Here the orderly was engaged in 
a specific act of caring for the sick woman, the 
plaintiff. He was not engaged in general work, 
such as running errands, lifting patients, or the 
like. The distinction is sought to be made be- 
tween exoneration from liability for the negli- 
gence of physicians and nurses employed by the 
hospital to care for its patients, and for the neg- 
ligence of cooks, maids, and orderlies who also act 
for the hospital in its care of patients. It is diffi- 
cult to place such distinction on the unshifting 
rock. If a nurse should carelessly apply one hot 
water bottle, and an orderly should carelessly ap- 
ply another to the same patient at the same time, 
and two burns were thus produced, it would re- 
quire an acute mind to formulate satisfactorily 
the rule of liability which would exempt the hos- 
pital in the one case and hold it in the other. 


“When we come to apply the rationale of the 
decision in the Schloendorff Case to this case, we 
conclude that the orderly, so far as he engaged 
in nursing, under the authority of the hospital, 
was supposed, like other nurses, to act on his own 
responsibility. If his act was unauthorized by 
the hospital, the rule of respondeat superior does 
not apply. In neither case, as between hospital 
and patient, was his negligence the hospital’s 
wrongful act.” 


Thus, for the purposes of this decision, an or- 
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derly comes within the calling of a nurse, and the 
hospital cannot be said to be his employer be- 
cause it does not here appear to have had the con- 
trol of his discretion. The decision is unsatisfac- 
tory, for it is true that for all other purposes an. 
orderly would be considered an employee or serv- 
ant. It would have been much more pleasing for 
the court to have said that his act in placing the 
hot water bottle on the patient was outside the 
scope of his duties as an employee. The court 
tries to rest its decision upon two grounds, but 
succeeds on neither of them, and throws another 
“shifting rock” into the reports. 


a 


Liability of Charitable Institution for 
Wrongfully Detaining Mental Patient 


Boardman v. Burlingame (Conn.), 197 Atl. 761. 


Plaintiff sued Burlingame and others for wrong- 
fully detaining her in the Hartford Retreat, a 
mental institution. Verdict and judgment went 
in favor of plaintiff, but the Supreme Court of 
Errors ordered a new trial. 


The patient had been confined pursuant to the 
certificate of a physician that she was in need of 
care in a hospital specializing in mental cases. 
Plaintiff sought to escape, and allegedly, defend- 
ants not only kept her confined, but induced her 
to remain by fraudulent representations to the 
effect that unless she signed a written consent to 
remain, she would be committed by court order. 


The first question raised was as to whether her 
action was timely, it being contended by defend- 
ants that the statute of limitations barred her 
cause. However, the court resolved this issue in 
her favor, holding that her cause of action was 
based upon a tortious act, unaccompanied by phys- 
ical force, and that it was governed by the six 
year statute of limitations. 


Prior to this case it had been decided in Con- 
necticut that charitable institutions were exempt 
from the consequences of negligent acts of their 
agents and servants. The defendant was a char- 
itable institution. So, the court held that a tortious 
act, consisting of false and fraudulent representa- 
tions, would be within the rule exempting charities 
from the negligence of their servants. 


The trial court refused to instruct the jury to 
find for defendant because it was a charitable 
institution. Now, there was no offer to show, 
and no showing by plaintiff that defendant had 
been negligent in the selection of any employees. 
It being established that defendant was a charity, 
the lower court should have instructed the jury 
to find for the defendant. Therefore, there being 
manifest error in the record, it was necessary for 
the appellate court to order a new trial. 





Something New 








“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








Gutzon Borglum, the great sculptor of heroic figures, has said, “When I carve a statue I merely cut 
away the pieces that don’t belong there and the statue itself presently comes into view. It was there 
all the time.” The administrator of a hospital can make practical application of that thought. The 
idea is that perfect service is there in your hospital all the time. The work of clearing away obstacles 
to that ideal is the job. Replacing worn out equipment and using new services are basic starting points. 


Taking the Headache Back in 1932, when a 
Out of Ice Bags well-known hospital man- 

ual containing many new 
and valuable suggestions was published, a recom- 
mendation. was made that ice bags be filled with 
a five per cent or ten percent alcohol or glycerine 
solution (depending upon the size of the bag) 
placed in the tray compartment of an electric re- 
frigerator and allowed to freeze, thus doing away 
with the mess of chopped ice and with much of 
the wear and tear on ice bags. 

Now the General Electric Company of Nela 
Park, Cleveland, Ohio, announces a refrigerator 
with a capacity of twenty ice cube trays, accom- 
modating 400 ice cubes (30 pounds of ice). By 
removing the trays, ice bags of all kinds filled 
with the alcohol solution may be inserted in the 
freezing compartments and a constant supply 
kept ready for calls. 

This machine will appeal especially to hospitals 
equipped with the new idea of central dressing 
rooms. The bags need to be filled only once. 
When the ice is melted the bag may be returned 
for freezing. The mess of chopping ice and the 
necessity for keeping a wasteful supply of melt- 
ing ice on hand is entirely eliminated. The bag, 
frozen evenly, is far more comfortable for the 
patient and much more efficient in use. Wax 
paper may be used to prevent rubber from stick- 
ing to the shelves of the refrigerator. 

Here is the solution to one of the messiest prob- 
lems of bedside service. 


a 


An Improved The technicians in your labora- 
Shaker tory who have the job of count- 

ing the number of cells in a 
patient’s blood sample will send a requisition soon 
for the new clinical shaker put out by Fisher 
Scientific Company of Pittsburgh, Pennsylvania. 
The interest in this instrument is not so much 
the time saving it offers over shaking by hand as 
the increased accuracy of the blood count which 
is obtained after mechanical shaking. This new 
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shaker has an air-cooled, quieter motor. The 
Fisher people publish a little book called “The 
Laboratory,” which takes up the subjects of the 
latest developments in apparatus and technique. 
It is well prepared and a contribution of impor- 
tance to the literature on this subject. 
nsissiebiiiatbaiuais 
A Press with Now they announce a new ma- 
Finesse chine which eliminates almost all 
hand ironing. The Zarmoette 
Press made by The American Laundry Machin- 
ery Company takes care of the yokes, collars, cuffs, 
and upper portion of gowns, smocks, and uni- 
forms. It is used for pressing the small portions 
of nurses’ uniforms, in fact the entire garment 
above the waist including uniforms with gathered 
waists. Tops of duck trousers can also be fin- 
ished on these presses. 

The Clear-of-the-Lay controls of the Zarmoette 
Presses are located above the ironing head which 
simplifies press operation and speeds up produc- 
tion. The controls are never covered up by over- 
hanging portions of pieces being pressed. There 
is no mussing of already pressed portions by 
reaching beneath the garments to get at controls. 
The high heat conductivity of the aluminum alloy 
full size ironing head speeds up drying. 

ae ee 


The problems in a hospital 
laundry are being solved 
today in thoroughly mod- 
ern fashion. The manufacturers of laundry ma- 
chinery are doing wonders by supplying equip- 
ment that cuts costs, time, and labor. Laundry 
work has been studied by soap manufacturers so 
that today it looks as though there is hardly a 
problem which cannot be answered. Running a 
modern laundry calls for a highly experienced 
executive. We were talking recently to an of- 
ficial of the Keever Starch Company of Colum- 
bus, Ohio. They are well known in the hospital 
field, especially as being the only Rice Starch 
plant in America. Their method of selling insti- 


Putting Starch in 
the Laundry 
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_.... we think we'd find it for you 


If you would write and tell us of the work you'd 
like to find, tell us of the kind you'd love if ever 
you could find it . . . we think we'd find it for you. 


We would ask you first to tell us all there is to tell 
about yourself; would want to find that you are 
fine and smart, an eager sort of person, curious 
about the ways of people who are ill, curious and 
anxious to learn the newer ways of medicine and 
surgery, no matter how much you know today. 
We'd like to know that you are cheery, hard to 
down; would like to know that you've the will and 
strength to do the things that must be done; would 


like to know that you are honest, fair in mind, fairly 


unselfish, kind. 


Knowing these things, and things like these of you,,. 
we wouid find the niche that needed you. . . fit 
you into it happily; give you opportunity to do 
the things you love to do, opportunity to loose the 
enthusiasm, trained mind, intent and will that have 
been pent in you for years... 


. . . if you would write and tell us of the work 
you'd like to find, tell us of the kind you'd love 
if ever you could find it . . . we think we'd find it 
for you. That is our great work. 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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tutions is based upon a constant study of the 
needs existing in every laundry. They have a 
special interest in the Institutional Laundrymen’s 
Associations. There are sixteen such organiza- 
tions in the country; one national, which by the 
way is headed by S. Frank Roach of Medical Cen- 
ter, Jersey City. The other fifteen are local as- 
sociations in which there are seventeen hospital 
people holding offices. The Keever Starch Com- 
pany publish a monthly house organ called “The 
Institutional Laundry” which besides Association 
News gives valuable information on laundry prob- 
lems. In solving hospital laundry problems a 
big contribution is being made to the entire in- 
dustry. 


sidecaanblilta tate 
A New Material What is claimed to be a revolu- 
for Cast-Making tionary new cast-making mate- 

rial has recently been released 
by Lewis Manufacturing Company, Walpole, Mass. 
It is called Castex. Extensive clinical use prior to 
its general sale has demonstrated these important 
advantages of Castex over plaster of paris for 
making orthopedic and fracture casts: Two-thirds 
to five-sixths lighter; greater resistance to crush- 
ing and cracking; casts absolutely cannot be 
harmed by water, cannot absorb discharges; de- 
tails of bone structure and callus formation photo- 
graphed as clearly as without any cast. You will 
be interested in the information about Castex 
which Lewis salesmen are now prepared to give 


you. 
S$ 


Air Circulation with You have seen the rubber- 
Rubber Blades bladed fans in the small 
size. You can .even stop 
these smaller fans with your hand by grasping 
the blades. Now the Samson-United Corporation 
of Rochester, New York, announces a new circu- 
lator type of fan with twenty-four inch blades 
made of rubber. They call it an Air-Cooler. There 
is no guard around it. Its most attractive fea- 
ture for hospital use is its quiet running. Spe- 
cial tests, they tell us, show a most astonishing 
lessening of noise. Blades are guaranteed for 
five years. 
ee eee 
Seventy Years Old and Recently we saw the 
Happy About It proofs of a “one is- 
sue only” publication 
printed by J. A. Deknatel & Son, Inc., Queens Vil- 
lage, New York, to tell you about their seven- 
tieth anniversary. When you receive your copy 
you will be impressed with its pleasant informal- 
ity and demonstrations of sincerity. You get the 
impression that they have thoroughly enjoyed 
every minute of their seventy years of good use- 
ful work, and that they look with the bright clear 
eyes of youth upon the future. 
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An improvement in lamps for . 
signal systems and indicators 
has been called to our atten- 
tion by H. R. Kirkland of Morristown, New Jer- 
sey. He is manufacturing a Neon lamp with 
3,000 hour life and 14, watt consumption. It has 
a screwetl-on cap with single-hole mounting. The 
tip of the lamp protrudes well into the hollow 
shell of the lens to effect a full 180 degrees visi- 
bility. You will find these lamps distributed all 
over the country by the Graybar Electric 
Company. 


Neon Lamps for 
Signals 


—_—<>_—_- 


Blankets fresh from the laundry 
always have an attractive new ap- 
pearance. They are pleasant to the 
touch and should have a soothing effect of com- 
fort for a patient. You have noticed, however, 
that the binding is seldom ironed, so that the 
effect of newness is spoiled. A new type of iron 
has just been announced by the U. S. Hoffman 
Machinery Company which takes care of that. 
An inexpensive device called a Carol-Iron is 
double slotted for ironing the binding tapes of all 
blankets. Formerly this type of work by hand 
has been too 
expensive to do 
the ordinary 
way. Now all 
your blankets 
can be one 
hundred per 
cent finished, 
the bound 
edges ironed 
beautifully in 
one easy opera- 
tion. A little thing but it is many little things 
which make the difference between mediocrity 
and perfection. 


An Iron for 
Edging 


ee 


Each method of baby identifi- 
cation in hospitals seems to 
have its own school of advocates. Dr. Gilbert P. 
Pond has described his research on the palm print 
method, and the interest in this method has in- 
creased rapidly. He has demonstrated that this 
method provides positive identification which may 
be relied upon not only in infancy but throughout 
the life of the individual. 


Palm Printing 


To carry out this method in all details, Physi- 
cians’ Record Company has developed an outfit to 
use in making the prints. The outfit for taking 
palm prints includes complete supplies and equip- 
ment. 


A manual is being prepared which will describe 
the technique of palm printing and which will 
present the palm print classification for filing. 
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FOR THIS o-FOLD HOSPITAL 


LAUNDRY EQUIPMENT SERVICE 


1 LAUNDRY PLANNING SERVICE 2 COMPETENT INSTRUCTION 


When you call Hoffman, experienced engi- 
neers analyze your laundry operating costs, 
survey your linen requirements and suggest 
linen control schedules; furnish efficient new 
laundry layouts and equipment recommenda- 
tions gratis. 


Competent servicemen supervise the installa- 
tion of Hoffman machines; experienced de- 
monstrators instruct your own employees 
in the operation of the machines, and in 
modern laundry production methods for 
maximum economy. 


3 SERVICE MEN IN 35 CITIES 


Hoffman produces the finest, most depend- 
able machinery that can be designed and 
built for the institutional laundry. We further 
insure the satisfaction of our users through 
a corps of skilled servicemen located in 35 
key cities. 


HOFFMAN INSTALLATIONS ARE BACKED BY 32 YEARS OF EXPERIENCE 
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Selecting the proper equipment to meet the 
specific requirements of the institution fre- 
quently involves careful study of engineering 
principles. Laundry expansion schould never 
be undertaken in a haphazard manner. Instead 
— call for a Hoffman survey. Hoffman en- 
gineers are unusually well equipped to 
diagnose your laundry’s ills. Hoffman treat- 
ment means a speedy cure for laundries 
afflicted with inadequate SES, 
production facilities and /Q@eSi mano 
excessive operating costs. qos ) 
Hoffman installations are \ \/SVRCEONS| 
notable for their econ- ©"giaammay 
omy, their increased out- fay 
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put and smooth flow of COLLEGE OF SURGEONS 
production. 
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CORPORATION 
4% a 111 Fourth Ave. @ New York. N. Y. 


COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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The Hospital Book Shelf 


The HOSPITAL HEAD NURSE. Mary Marvin 
Wayland, R.N., A.M. The MacMillan Com- 
pany, New York. 1938. $3.50 (probable). 


The present tendency in nursing education is 
to emphasize bedside clinical teaching of nurses, 
to make the ward a truly teaching laboratory. The 
proper application of this principle raises the 
status of the head nurse from working-technician- 
foreman to that of a teacher, and will necessarily 
require a higher level of executive as well as 
pedagogic technics. 


It is to assist in meeting the demand for this 
better trained teaching head nurse that Mrs. 
Wayland has made her contribution. Her exten- 
sive training and experience, with the editorial 
advice of Isabel M. Stewart, has enabled her 
to coordinate a pedagogical viewpoint with the 
work-a-day practical problems of the working- 
teaching head nurse. 


After giving nine chapters to the functions 
and problems of the head nurse as hostess, nurs- 
ing expert, housekeeper, sanitarian, economist, 
and junior executive more than half the book is 
devoted to the function of the head nurse as a 
teacher. The discussion includes her part in 
the school program, evaluation of teaching re- 
sources, psychological basis of teaching, guidance 
in clinical experience, supervision of nursing 
practice, measuring student progress, and pro- 
viding for teaching materials. The text closes 
with chapters on preparation for and finding a 
position, and on the head nurse’s own future 
growth. Appendices include articles on prop- 
erties and care of metals, housekeeping proced- 
ures, work schedules, time records, analysis of 
activities, and outlines for comparative case 
studies. 


This presentation will be welcomed by teachers 
and head nurses alike as every head nurse is to 
some extent a teacher and will find many prac- 
tical applications to her daily work as well. 


—_—_——<___—_ 
PRINCIPLES OF ETHICS. Dom Thomas Verner 


Moore, Ph.D., M.D. J. B. Lippincott Company. 
Second Edition, 1937. $3.00. 


As a very practical approach to his subject, the 
author analyzed the personal diaries submitted by 
ninety-five nurses, both pupil and graduate, in 
which they recorded day by day all the ethical 
problems occurring to them, both personal and 
professional. This analysis revealed 2,265 moral 
problems, 67 problems on etiquette, and 110 ques- 
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tions as to the proper course of action in certain 
situations. 


By application of the principles of moral philo- 
sophy to the actual problems encountered he has 
been able to provide an eminently practical text 
which so closely fits the daily experience of the 
pupil nurse as to command her close interest. 

spiiseiilltiashiaas 
THE MACHINERY OF THE Bopy. Anton J. Carlson 
and Victor Johnson. University of Chicago 

Press. 1938. $4.00. 


Professors Carlson and Johnson set out to write 
a textbook on Physiology, particularly for fresh- 
men in the University. In their preface they state 
“In the main, the material is so presented as to 
be intelligible to the reader who has had no pre- 
vious training in physics, chemistry, or biology.” 
At first this may lead a scientist to fear a su- 
perficial treatment of the subject. But the authors 
have steered well between the Scylla of scientific 
fog and the Charybdis of popular clarity, with- 
out sacrificing anything of the reserve so neces- 
sary to scientific soundness. They have presented 
their subject in a form so simple, so clear, and 
so readable that it will serve well not only as a 
text for those not schooled in the basic sciences 
but must command the interest of the lay reader 
as well. 

asieaiailaipaieiaet 

PsYCHOLOGY APPLIED TO NURSING. Lawrence 

Augustus Averill, A.B., A.M., Ph.D., and 

Florence C. Kempf, R.N., B.S., A.M. W. B. 

Saunders Company. 1938. $2.50. 


It cannot be denied that the abstractions of 
psychology as usually taught are rather heavy for 
the average student nurse. The authors’ syste- 
matic and consistent effort to first establish the 
psychologic concept and then to interpret its ap- 
plication to the art of nursing enlivens a subject 
which all too often is tagged “requiescat in pace” 
once the course is completed and credit gained. 
The “Thought Problems,” as a method of self- 
evaluation and the “Problems in Application,” 
accompanying each chapter, form a laboratory 
exercise which will clarify and impress the text 
matter on the mind of the student and go far to 
help her live as well as learn her psychology, de- 
velop her, as well as instruct her. 

<ciilaiaiialianias 
ELEMENTARY MATERIA MEDicA. Walter W. Kreu- 
ger, Ph.B. Third Edition, 1938. W. B. Saun- 
ders Company. $2.00. 


Ten years of service to nursing education have 
demonstrated the author’s skill in presenting his 
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SOLUTIONS 


ARE 


VACOLITER 
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DEXTROSE AND SALINE SOLUTIONS IN VACOLITERS 
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The final test... is the real test... 


of any intravenous solution 


When you use them . . . that is the final, 
the real test of Baxter's Intravenous So- 
lutions in Vacoliters...and in that 
final test they prove themselves fine and 
worthy every day. In your hospital, 
under your supervision, on your own 
cases, these fine Baxter's solutions show 
their ability to serve you and your pa- 
tients . . . doing the work you want 
done, surely, satisfyingly, economically. 


The laboratory purity of Baxter's so- 


The fine product of 


lutions is protected by the ingenious 
Vacoliters, safeguarded by metal, sealed 
from contamination and deterioration until 
you are ready to use them. 

Be sure the solutions you use are pass- 
ing the real test... at your patient's 
bedside. Be sure you are using Baxter’s 
Dextrose and Saline Solutions in Vaco- 
liters. They are pure, convenient, eco- 
nomical. They are the only ones with 
Vacoliter protection. 


BAXTER LABORATORIES 


GLENVIEW, ILL. 


COLLEGE POINT, N. Y. 
TORONTO, CANADA 


GLENDALE, CAL. 


Produced and Distributed on the Pacific Coast by 
Don Baxter, Inc., Glendale, Cal. 


Distributed East of the Rockies by 


CHICAGO 
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THE AMERICAN HOSPITAL SUPPLY CORPORATION 


NEW YORK 





PROTECTED 


subject in an authoritative and at the same time 
simple, understandable, and interesting manner. 
The new chapter on “Drugs in Common Use” and 
the “Glossary of Abbreviations and Symbols” add 
to the value of the book as a quick reference. The 
notebook exercises and “Questions for Class Dis- 
cussion” appended to each chapter are very much 
in line with the present day ‘“‘conference method” 
of teaching, and will add interest to a subject 
which student nurses are apt to consider rather 
dry and uninteresting. 


———<—__——_ 


SuRGICAL NursinGc. E. L. Eliason, A.B., M.D., 
Se.D., F.A.C.S. L. Kraefer Ferguson, A.B., 
M.D., and Elizabeth Keller Lewis, R.N. Fifth 
Edition. J. B. Lippincott Company. 1936. 


Five editions in ten years attest the confidence 
that nursing educators place in this text and the 
fidelity with which its writers keep it up-to-date 
with the most recent advances in surgical nursing. 


Arranged on the basis of the type of nursing 
care required, rather than of the pathology of 
the disease itself, it is particularly valuable for 
the practical instructor. 


The text is freely illustrated, largely with re- 
productions from original and well-selected photo- 


graphs. The chapter on “Operating Room Tech- 
nique” is particularly detailed and well illustrated, 
and contains a number of helpful instrument lists 
and standard tray set-ups for dressing procedures. 


——.—_——— 


INFANT CARE. Children’s Bureau Publication No. 
8. United States Department of Labor. Super- 
intendent of Documents, Washington, D. C. Ten 
cents. 


An authoritative well-written and well-illus- 
trated manual for the care of the infant in all 
details, including directions for home and emer- 
gency care during the most common illnesses and 
emergencies. 


—_<>—_—_—- 


MATERNAL CARE COMPLICATIONS. Fred L. Adair, 
M.D., Editor. University of Chicago Press, 
Chicago. 1938. Fifty cents. 


Less than one year ago the booklet on “Ma- 
ternal Care” of the American Committee on Ma- 
ternal Care, Inc., was published. It was so en- 
thusiastically received by the laity and profes- 
sion alike that the Committee was encouraged to 
publish this companion volume covering the three 
major causes of maternal mortality ; Toxemias of 
Pregnancy, Obstetric Hemorrhages, and ‘“Puer- 
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peral Infection” covered by Doctors R. D. Mus- 


. sey, P. F. Williams, and F. H. Falls, respectively. 


Simply written but based on sound clinical expe- 
rience, the wide distribution of this booklet can 
not fail to mark another milestone in the Com- 
mittee’s progress toward its objective—the ma- 
terial reduction of the unnecessary hazards of 
child bearing. 


—_ < —_ — 


PUBLIC ADMINISTRATION ORGANIZATIONS. A Di- 
rectory. Public Administration Clearing House, 
1313 East Sixtieth Street, Chicago. Fourth Edi- 
tion. 1938. $1.50. 


A directory of all national, state, dominion, and 
provincial organizations having to do with public 
administration and public welfare. 


The description of National organizations in- 
cludes a synopsis of financial basis, secretariat, 
activities and publications. A necessary book for 
all public administration workers needing infor- 
mation on the scope and activities of other or- 
ganizations in the field. 


—_—— 


LIFE AND A LIVING. Report of the Committee for 
the Care of the Jewish Tuberculous. 1913-1936. 
Published by the Committee. 


This Committee was the pioneer in completing 
the cycle of after care of the tuberculous by pro- 
viding the Altro Work Shops as a working, learn- 
ing, and earning element for completion of cure 
and rehabilitation. The twenty-five years of hon- 
orable and effective services of this institution are 
well portrayed in this report. 


JURISPRUDEN“E FOR NURSES. Carl Scheffel, Ph.B., 
M.D., L.L.B., and Eleanor McGarvan, R.N. 
Lakeside Publishing Company. Second Edition. 
1938. $3.00. 


In preparing this second edition to meet chang- 
ing legislation, changing conditions of nursing 
practice, and changing legal concepts, the original 
author, a physician, now has the collaboration of 
a registered nurse, and both are members of the 
bar. This combination of qualifications assures 
balanced consideration of all viewpoints on the 
questions considered. 


The addition of the digest of registration laws 
and of a model registration law are of timely in- 
terest to all those seeking to strengthen the legal 
barriers against unqualified practitioners. 


In addition to the text proper, the questions for 
quiz and written tests at the end of each chapter 
provide a ready means of using the book as a text. 
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Typical Hospital Laundries 
in the East, Middle -West and 
Western states turn to the 
modern washer metal,Monel 


ROM Atlantic to Pacific, Gulf to 
Great Lakes, hospitals having the 
good fortune to operate laundries of 
their own are experiencing the better 
fortune of operating Monel* washers. 
Examine closely the installations pic- 
tured above —have you ever seen a 
cleaner looking set-up in any laundry? 
And Monel’s unique cleanliness—aid 
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to low bacteria count—is not by any 
means its greatest contribution to the 
Hospital Laundry. For when it comes 
to costs—that’s where Monel really 
shines. 

If you want to cut operating costs to 
the bone—and what hospital doesn’t— 
check these proved places for saving 
with Monel washers: 


SPACE: Monel washers have twice 
the capacity of old-style machines—so 
handle the same load in half the space. 

OPERATING COST: Monel washers 
have twice as much open area and a 
smaller clearance between cylinder and 
shell—so use less water, less steam, less 
soap and supplies. 


UPKEEP COST: Monel is tough and 


strong, and soaps, sours and dilute 
bleaches do not corrode it—so repairs 
and replacements are negligible. Many 
Monel washers are still as serviceable 
as when new, after more than twenty 
years’ continuous service. 

Equip with Monel washers and you 
say goodbye to rust, rough spots, and 
snagged and torn garments. You save 
labor, save time, save money. For fur- 
ther information on Monel washers— 
also extractors, trucks, tables, pails and 
starching equipment, write: 

THE INTERNATIONAL NICKEL 
COMPANY, INC. 
67 WALL STREET NEW YORK, N. Y. 


*Monel is a registered trade-mark applied 

\ to an alloy containing approximately two- 
thirds Nickel and one-third copper. This 

Jone, alloy is mined, smelted, refined, rolled and 
marketed solely by International Nickel. 
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Among the Associations 


State and Province Association News 


Convention of the Hospital Association 
of New York State 


The fourteenth annual convention of the Hos- 
pital Association of New York State was held at 
the Hotel Statler, Buffalo, New York, May 18-20, 
1938. 

The program prepared by a committee, of 
which First Vice-President John H. Hayes of the 
Lenox Hill Hospital, New York City, was the 
chairman, published in the May issue of HOS. 
PITALS, was very interesting. The idea of using 
skits to illustrate the operation of various hos- 
pital activities, inaugurated at the thirteenth 
convention of the Association, was continued in 
this program and the large attendance indicated 
the approval of the idea. Naturally it would be 
difficult to select the outstanding papers of the 
program for the reason that each paper was out- 
standing to the group who were particularly in- 
terested in the subject discussed. On the Friday 
afternoon the entire session was devoted to papers 
and discussions on plant problems in which the 
maintenance engineer would be primarily inter- 
ested. 

During the past year the Association has suc- 
cessfully endeavored to interest hospital engi- 
neers, housekeepers, and pharmacists in the or- 
ganization with the result that we have a number 
of these specialists as associate members. Proper 
recognition of these several departments was 
given by our Program Committee and this idea 
will probably be enlarged and developed in the 
future. 

The entertainment of the visiting members was 
in the capable hands of the Local Arrangements 
Committee of which Moir P. Tanner of the Chil- 
dren’s Hospital of Buffalo was the chairman. The 
luncheon on Wednesday produced a stirring 
speaker, Roswell P. Rosengren, President of the 
National Junior Chamber of Commerce. His 
forceful talk will be long remembered by those 
who heard him. On Thursday afternoon the 
committee arranged for a tea on the exhibit floor, 
which innovation was very popular. On Thurs- 
day evening the banquet was held at which time 
Rabbi Joseph L. Fink, Temple Beth Zion, Buffalo, 
gave the principal address. Following the ban- 
quet the members and their friends enjoyed danc- 
ing and a very fine floor show. 

The golf tournament held on Saturday morn- 
ing, May 21, at the Erie Downs Golf Club, Fort 
Erie, Canada, was enjoyed by approximately 30 
members of the Association. The prizes, which 
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had been donated by the exhibitors, were distrib- 
uted at the luncheon which followed the tourna- 
ment. President John H. Hayes won the cup 
given for low gross and former President James 
U. Norris, the cup which was donated for out- 
standing performance, whatever that might be. 
As each contestant received a prize, everyone 
was happy. 


During the convention the following officers 
and trustees were elected: President, John H. 
Hayes, Lenox Hill Hospital, New York City; First 
Vice-President, Jerome F. Peck, Binghamton City 
Hospital, Binghamton; Second Vice-President, 
Dr. Frederick MacCurdy, Vanderbilt Clinic, New 
York City; Treasurer, Austin J. Shoneke, New 
Rochelle Hospital, New Rochelle; Trustees: Rev. 
Joseph F. Brophy, Division of Health, Catholic 
Charities, Brooklyn; and Moir P. Tanner, Chil- 
dren’s Hospital, Buffalo. 

Delegates and Alternates to the American Hos- 
pital Association House of Delegates were chosen 
as follows: 


Delegates: 

Dr. Fraser D. Mooney, Buffalo General Hospital, 
Buffalo 

John H. Hayes, Lenox Hill Hospital, New York 
City 

Dr. C. W. Munger, St. Luke’s Hospital, New 
York City 

Dr. Basil C. MacLean, Strong Memorial Hos- 
pital, Rochester 
Alternates: 

Carl P. Wright, General Hospital of Syracuse, 
Syracuse 

Rev. Ambrose McGowan, Catholic Charities, 
Brooklyn 

Mabel D. Davies, Beekman Street Hospital, 
New York City 

L. M. Arrowsmith, St. Johns Hospital, Brook- 
lyn 

The Fellows and members of the American 
College of Hospital Administrators ate breakfast 
on Friday morning of the convention with Presi- 
dent Howard E. Bishop and Regent Dr. C. W. 
Munger. 

At the conclusion of the convention the officers 
and trustees of the Association met and decided 
to hold the fifteenth annual convention at the 
Hotel Pennsylvania, New York City, May 17, 18, 
and 19, 1939, and reelected Carl P. Wright, Syra- 
cuse General Hospital, Syracuse, New York, as 
Executive Secretary. 

(Continued on page 124) 
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HOW WILL IT SOUND 
10 YEARS FROM NOW? 
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lf Wocher-built, it will be 


Q U . it T y In these uncertain times, 


Wocher pumps, like old wine and old friends—im- one thing IS C ertain ece 


prove with age. Normal hospital service actually makes 
them more efficient, more quiet! 


Built by men especially trained to fashion precision every item in the Will Ross 


surgical instruments, men to whom 1/1000 of an inch 
is a vast space. 


In our own factory, where every operation is under t | : GUARANTEED 
constant control, we make a complete line of surgical Ca a og 1S 
pumps for anesthesia, spraying and suction. 


Ls —C(‘d|:s* UP CORDITIGNALLI == 


BUY WOCHER - BUILT PUMPS 
WILL ROSS, Inc. 
O C H E R’ S Wholesale pte — 
| THE MAX WOCHER & SON CO. 3100 W. CENTER ST. MILWAUKEE, WIS. 


Makers of Fine Surgical Equipment 
29-31 W. 6th St. Cincinnati, Ohio 
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New Hampshire Hospital Association 

The first annual meeting of the New Hampshire 
Hospital Association was held at the Manchester 
Country Club, May 18. The morning meeting was 
called to order by Mary L. Whittaker, president 
of the New Hampshire Hospital Association. The 
first subject, “The Advantages of the Eight Hour 
Nursing Day,” was presented by Margery Mac- 
Lachlan, principal of the school of nursing at the 
Margaret Pillsbury General Hospital, Concord. 
Miss MacLachlan’s paper was very ably discussed 
by Sister Virginia, principal of the school of nurs- 
ing of the Sacred Heart Hospital. Illness pre- 
vented Kathryn Knudsen, librarian of the Elliot 
Hospital, Manchester, from reading her paper, 
“The Record Room.” Mrs. Leon Fitch, neé Hazel 
Fuller, substituted for Miss Knudsen. This sub- 
ject brought forth a lively discussion from the 
floor. “The State Cancer Commission, Its Func- 
tion and Duties,” was presented by Dr. George C. 
Wilkins of Manchester, who clearly outlined the 
needs and accomplishments of the State’s fourteen 
diagnostic and three therapeutic cancer clinics. 

The luncheon meeting was under the direction 
of Donald Smith, superintendent of the Mary 
Hitchcock Hospital, Hanover. Mr. Smith intro- 
duced the speaker, Dr. Howard E. Thompson of 
Nashua, who gave an illustrated talk on “Afoot 
and Afloat in Brownieland,” in which he described 
his experiences, and those of Mrs. Thompson, 
while on a bear hunting trip in Alaska. 

The meeting reconvened at 2 p. m. with Flor- 
ence Puffer, superintendent of Huggins Hospital, 
Wolfeboro, presiding. ‘Laboratory Service in the 
Small Hospital,” was discussed at length by Dr. 
R. E. Miller, professor of pathology at Dartmouth 
Medical School. Professor Miller outlined the 
need and possibility of adequate laboratory serv- 
ice in the hospitals rurally located. R. F. Caha- 
lane, executive director of Associated Hospital 
Service of Massachusetts read a paper on “Group 
Hospital Insurance.” This paper was of prior im- 
portance due to the fact that New Hampshire at 
the present time is considering formulating plans 
for group hospital insurance. 

The first annual meeting was held concurrently 
with the meeting of the New Hampshire Medical 
Society and was largely attended by trustees, phy- 
sicians, guests and members. 

The officers elected for the ensuing year were: 

President — Donald Smith, Superintendent, 
Mary Hitchcock Hospital, Hanover 

Vice-president — Louise Thompson, Superin- 
tendent, Elliot Hospital, Keene 

Secretary—Anne MacDougall, Superintend- 
ent, Memorial Hospital, Nashua 

Treasurer — Mary L. Whittaker, Superin- 
tendent, Margaret Pillsbury General Hos- 
pital, Concord. 
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Greater New York Hospital Association 
Holds Its First Meeting 


The first Annual Meeting of the Greater New 
York Hospital Association was held on Friday, 
May 27, 1938 at which meeting Dr. John L. Rice, 
Commissioner of Health of New York City, ad- 
dressed the membership emphasizing the impor- 
tance of the voluntary hospitals in the field of 
preventive medicine. 

Dr. S. S. Goldwater, Commissioner of Hospi- 
tals, also addressed the group stating that the 
voluntary hospitals have given an indispensable 
contribution to the hospital situation in New York 
City. He also expressed the hope that the work 
of all the health facilities including hospitals 
would be coordinated under one department and 
not a multiplicity of departments so as to elimi- 
nate duplicity of facilities and promote co-ordi- 
nated thinking and planning. 

David McAlpin Pyle, President of the United 
Hospital Fund also spoke stating that the hos- 
pital survey which was recently made has brought 
forth outstanding facts upon which we can work 
for better hospital planning in the future and will 
encourage co-ordination of effort and correlation 
of thought in this important service in the com- 
munity. 

John Hayes, President of the Hospital As- 
sociation of the State of New York, addressed 
the group and praised Dr. Willis G. Nealley, the 
Association’s out-going President for his excellent 
stewardship of the first year of the Greater New 
York Hospital Association. The following officers 
were elected for the ensuing year: 

President—C. W. Munger, M.D., Director of St. 
Luke’s Hospital; former President of the Amer- 
ican Hospital Association 

First Vice-President—Rev. Joseph Brophy, Di- 
rector of Brooklyn Catholic Charities 

Second Vice-President—John McCormack, Su- 
perintendent of Presbyterian Hospital 

Treasurer—George F. Holmes, Superintendent 
Memorial Hospital 

Secretary—William B. Seltzer, Superintendent 
of The Bronx Hospital 

Executive Committee 

E. M. Bluestone, M.D., Director of Montefiore 
Hospital 

Willis G. Nealley, M.D., Director of Brooklyn 
Hospital 

Louis Schenkweiler, Jr., Superintendent of 
Wyckoff Heights Hospital 

L. M. Arrowsmith, Superintendent St. John’s 
Hospital of Brooklyn 

Bernard McDermott, Superintendent of Long 
Island College Hospital 

Theodora S. Root, Superintendent of N. Y. 
Orthopedic Dispensary and Hospital 


HOSPITALS 









































COMFORTS .... 
PROTECTIONS . . 
CONVENIENCES 


Good Samaritan 


Reon Bed Canopy 


Consists of two 
arches which clamp 
(notoolsneeded) to 
the side sills of bed, 
and a grid which 
rests on the arches; 
when covered with 
bed-clothing forms 
a perfect bed - tent. 
Adjustable as to 
length and height. 
All metal, stainless, 
strong, light. No 
need to call an or- 
derly. The nurse 
can easily carry 
and affix it. 


Its uses are practically unlimited. Indispensable in cases of burns, 
gangrenes, amputations, compound fractures, skin grafts. Very 
practical as support for heat lamps, irrigators, slings; and as an 
inhalation tent. Roomy—need not be removed during examinations 
and treatments. Amazingly inexpensive—You can afford to own 
as many as your average bed occupancy. 


PROTEKTENT 
JUNIOR 


is an across-the-bed sin- 
gle arch, adjustable as to 
width. Prevents the dis- 
comforts of tightly drawn 
covers; allows freedom of 
movement without expo- 
sure. Medical as well as 
surgical cases deserve its 
advantages. Costs no 
more than pillows. Send 
for descriptive circular. 


ann New 


y ya 











Anecessary safety de- 
vice for restless or 
irresponsible patients. 
A valuable aid to the 
nurse. Reduces the 
Hospital’s liability. 


Hill-Rom Side 
Guards are made of 
steel, light but strong. 
Universal clamps al- 
low them to be at- 
tached to any bed 
frame, and any nurse 
can do it easily,—no 
tools necessary. 





Clamps are hinged me oueet may be lowered, when necessary to 
attend the patient, without detaching from the bed. When raised, 
guard automatically locks in place. 

Several pairs of Side Guards ‘‘200” constantly available are ex- 
cellent and inexpensive liability insurance. 


“Institutional Furniture,’ a beautifully illustrated catalog, will be 


gladly sent you upon request. 





THE HILL -ROM COMPANY 
MAKERS OF FINE FURNITURE <=, 
ON 

eglate a9 


SPECIALISTS IN PROTECTIVE AND 
COMFORT DEVICES FOR HOSPITALS 
eS 


BATESVILLE «+ + INDIANA 
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First Aid For 
Your New Students 











ty L D> 


Musician or Mechanic, Surgeon or Student, 
good equipment encourages good work. 


Snowhite Tailored Uniforms would be perfect 
equipment for your student nurses. 


Neat, efficient, and economical, these fine 
uniforms offer a practical demonstration of 
good nursing practice. Available in any de- 
sired style and material. 


Why not have us submit suggestions and 
prices on the requirements for your next 
class? No obligation to you! 


_ aon Garment Mfg. Co. 


2880 N. 30th Street » Milwaukee, Wisconsin 


MEMBER, HOSPITAL EXHIBITORS’ ASSOCIATION 


TAILORED UNIFORMS 
and HOSPITAL APPAREL 

















News Notes 


Thomas F. Alexander, who recently resigned 
the position as administrator of the Tampa Gen- 
eral Hospital, has been appointed acting super- 
intendent of St. Luke’s Hospital, Jacksonville, 
Florida. Mr. Alexander will serve during an ex- 
tended leave of absence of J. H. Holcombe, who 
has been seriously ill for some time. 


—p—- — 


H. J. Andrews has been appointed superin- 
tendent of the Bethel Hospital, Newton, Kansas. 


a 


Ruth Barber of Salem, Oregon, has been named 
superintendent of the Silverton Hospital, Silver- 
ton, Oregon, to succeed Mona Pitney Ekman, who 
resigned to be married. 


<< 


James A. Barker, M.D., chief medical officer of 
the Veterans Administration Facility at Bath, 
New York, has been transferred to the Veterans 
Administration Facility, Lincoln, Nebraska. 


—_—_<____. 


Sue Barker has been appointed superintendent 
of French Hospital, New Orleans. 


ee 


Otis B. Birdsall has been appointed superin- 
tendent of the Delray General Hospital, Detroit, 
Michigan, to fill the vacancy caused by the death 
of William S. Duncan. 


—_>—___——. 


Sadie Bohenblust has been appointed superin- 
tendent of Mercy Hospital, Herington, Kansas, to 
succeed Wilma McCluggage, who resigned to take 
postgraduate work in surgical nursing. 

ssnatitiilinitiisbasse 


Mary Brandy has been appointed superin- 
tendent of the new Tecumseh Hospital at Te- 
cumseh, Michigan. 

— pj. 


J. V. Buck has resigned as superintendent of 
St. Luke’s Hospital, Spokane, Washington, and 
has accepted the position as administrator of the 
Children’s Hospital in San Francisco. 





Patrick J. Croughan 

Patrick J. Croughan, superintendent of the City 
Hospital, Paterson, New Jersey, and a personal 
member of the American Hospital Association 
since 1916, died recently. Thomas A. Tonge has 
been appointed acting superintendent until a per- 
manent successor to the late Mr. Croughan is 
elected. 
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Gertrude I. Dougherty succeeds the late Loretta 
Sheridan as superintendent of Charleroi-Mones- 
sen Hospital in Washington County, Pennsyl- 
vania. 

sian 


Mrs. Fuchsia F. Dillenback, superintendent of 
the Wesson Memorial Hospital, Springfield, Mas- 
sachusetts, has been granted an extended leave of 
absence. Mabel F. Huntly has been appointed 
acting superintendent of the hospital. 


———_—_-<____—_ 


Henry A. Dykes, M.D., who has served as chief 
medical officer for the Veterans Administration 
Facility in Kansas City, Missouri, and Wichita, 
Kansas, for the past 17 years, has retired to enter 
private practice. Dr. George E. Tooley of the 
Veterans Administration Facility in Lincoln, Ne- 
braska, has been transferred to Wichita, Kansas, 
to replace Dr. Dykes. 


— 


Stanley Ferguson has been appointed assistant 
to the director in the Chicago Lying-In Hospital 
and will serve as Dr.:A. C. Bachmeyer’s repre- 
sentative in operating that hospital as part of 
the University of Chicago Clinics. The Hospital 
was taken over by the University of Chicago on 
June 1, 1938. 


a 


Claud M. Frazier, superintendent of the Greeley 
Hospital, Greeley, Colorado, for the past three 
years, has resigned, effective June 1. 


_ 


Willis J. Gray, superintendent of Sunny Acres 
Sanatorium, Warrensville, Ohio, has been ap- 
pointed superintendent of the Charles Godwin 
Jennings Hospital, Detroit, Michigan. 


—_—~<___—_ 


Helen Griffin has been appointed superinten- 
dent of the Cambridge Tuberculosis Hospital, 
Cambridge, Massachusetts, to succeed the late 
Margaret Conlin. 


—_——<>———_ 


Martha Haven, a teacher in the Lafayette 
Hane Hospital Training School at Lafayette, In- 
diana, has been appointed superintendent of the 
Fairbury Hospital, Fairbury, Illinois. - 


————~._-—— 
Signe Hillquist has been appointed superin- 


tendent of the Lake View Hospital, Chicago, to 
succeed A. E. Abernathy. 
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Foods styled to the particular needs 
of Hotels, Restaurants and Institu- 
tions. Patterned to merit public 
favor, and to be served with profit. 


John Sexton & Co.-Chicago-Brooklyn 




















JURISPRUDENCE 
FOR NURSES 


New, enlarged edition 


By Carl Scheffel, Ph.B., M.D., L.L.B. 
in collaboration with 


Eleanor McGarvah, R.N. 
Member of the Michigan Bar 


By her knowledge of the hospital’s legal rights 
and responsibilities the nurse can do much to 
avoid involving the institution in litigation. This 
book is written to prevent just such occurrences, 
and should be in your hospital. Its use by your 


staff will be an insurance against legal difficulties. 


$3.00, postpaid. 


Lakeside Publishing Company 
466 Fourth Avenue New York City 
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WE LIKE THE 


TOUGH ONES 


When it comes to problems of culinary 
cleaning, we like them tough. We have 
encountered stained dishes and tarnished 


silverware many a time. We—and hun- 


. dreds of users—know that WYANDOTTE 


Products will clean them quickly and 


economically. 


But every so often a cleaning set-up 
seems to go haywire — perhaps because of 
an unusual combination of equipment and 
water conditions— perhaps for some other 
reason. We like to work out such problems 
on the spot —and lick them. 

Why not have a WYANDOTTE Service 
Representative look over your cleaning 
operations? The chances are that he can 
make some suggestions that will save you 
money. And we know he can show you the 
best ways to use WYANDOTTE Products. 
For dishes that gleam, for glasses that shine 


and for silver that sparkles. 


THE JB FORD COMPANY 













Sister Mary Ignatia, superintendent of St. Alex- 
ius Hospital, Bismarck, North Dakota, has re- 
signed because of ill health. 


————<>——— 


Liala I. Johanson has resigned as superintendent 
of the Charles Godwin Jennings Hospital, Detroit, 
Michigan, to accept the position as superintendent 
of the Olean General Hospital, Olean, New York. 
Miss Johanson assumed her new duties June 1. 


——_—<>_———_ 


Frank Koronkiewicz has been appointed super- 
intendent of Nanticoke State Hospital, Nanti- 
coke, Pennsylvania, and Anna Mishinski has been 
appointed superintendent of nurses. Formerly, 
both positions were held by Eva E. Dean. Miss 
Dean has been appointed superintendent of the 
Moses Taylor Hospital, Scranton, Pennsylvania, 
to succeed Jessie E. MacLeon, who resigned to 


be married. 
——<+_> 


T. F. Little has resigned as superintendent of 
the Cherokee County Hospital, Gaffney, South 
Carolina, to accept the superintendency of the 
Anderson County Hospital at Anderson, South 


Carolina. 
—_—_———_—_ 


Malcolm T. MacEachern, M.D., president of 
the International Hospital Association, returned 
to Chicago June 14, after a record making three 
weeks’ trip to Frankfort on the Main, Germany. 
Dr. MacEachern attended a council meeting of 
the International Hospital Association at Frank- 
fort. 


—_—_——_—_. 


Alice P. Maull, director of nursing at Barnes 
Hospital, St. Louis, Missouri, for the past six 
years, has accepted the position of director of 
nursing at Ravenswood Hospital, Chicago. Miss 
Maull succeeds Ada Koebke, who resigned to ac- 
cept the position of director of nursing at West 
Suburban Hospital, Oak Park, Illinois. 


—_$+¥!_ >. 


Mary Z. Neaman has resigned as superintend- 
ent of the Fort Hamilton Hospital, Hamilton, 
Ohio, to accept a similar position at the Lima 
Memorial Hospital, Lima, Ohio. Lois A. Roscoe, 
former superintendent of the Olean General Hos- 
pital, Olean, New York, succeeds Miss Neaman 
as superintendent of Fort Hamilton Hospital. 


Se ed 


Charlotte S. Piper has been appointed super- 
intendent of the Fauquier County Hospital at 
Warrenton, Virginia, to succeed Eleanor Fisher, 
who resigned recently. 
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Margaret L. Plumley, known in the hospital 


_ field for her studies of out-patient work and her 


recent participation in the hospital surveys of the 
U. S. Public Health Service, has accepted a posi- 
tion on the staff of the Committee on Research in 
Medical Economics, New York City, of which 
Michael M. Davis is chairman. 


——— 


Anthony J. J. Rourke, M.D., former assistant 
superintendent at Vanderbilt Clinic, New York 
City, has been appointed assistant director of the 
University Hospital, Ann Arbor, Michigan. Dr. 
Rourke succeeds George P. Bugbee, who has ac- 
cepted the superintendency of the Cleveland City 
Hospital, Cleveland, Ohio. 


— > 


Sister Rose Schutte, a member of the Sisters of 
the Third Order of St. Francis and one of the first 
nuns in service at St. Francis Hospital, Peoria, 
Illinois, celebrated her diamond jubilee recently. 


—@———— 


Elizabeth Scott, superintendent of the Pattie 
A. Clay Infirmary, Richmond, Kentucky, for the 
past twenty-six years, resigned recently. 


io 


Florence Skirven has been appointed superin- 
tendent of the Kent and Upper Queen Anne’s 
General Hospital, Chestertown, Maryland, to suc- 
ceed Elizabeth Wright who resigned recently. 


—_—@———. 


Bessie Smithson succeeds Eleanor Vinson as 
superintendent of Chambersburg Hospital, Cham- 
bersburg, Pennsylvania, and Robert C. Gordon 
succeeds B. B. Holler as business manager of 
the hospital. 

ic aiabllicactbons 

W. D. Stovall, M.D., director of the state lab- 
oratory of hygiene at the University of Wiscon- 
sin, has been appointed acting supérintendent of 
the State of Wisconsin General Hospital at Mad- 
ison, Wisconsin. Dr. Stovall will take over the 
duties of Dr. Robin C. Buerki, who is on leave 
of absence to accept the position of director of 
study of the commission on graduate medical edu-. 
cation. 


en 


Christopher J. Stringer, M.D., succeeds Dr. 
G. C. Stuckey as superintendent of the Ingham 
County Tuberculosis Sanatorium near Lansing, 
Michigan. Dr. Stuckey resigned June 1, to join 
the staff of the W. K. Kellogg Foundation at Bat- 
tle Creek, Michigan. He will have charge of the 
tuberculosis work of the Foundation in the rural 
sections of seven counties. 
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B. F. Walkins, M.D., has been appointed su- 
perintendent of the State Hospital for the In- 
sane, Morganstown, North Carolina, to succeed 
Dr. John McCampbell who resigned June 1. 

—_—_—_—_—_— 

Frances P. West, superintendent of the Mid- 
dlesex Hospital, Middlesex, Connecticut, for the 
past seven years, resigned June 1. Delia New- 
ton, superintendent of nurses and of the nurses’ 
training school, will be acting superintendent 


until a successor to Miss West has been appointed. 
——<g—-—— 


Charles S. Woodall, M.D., assistant superin- 
tendent of the Walter E. Fernald State School 
at Waverley, Massachusetts, has been appointed 
superintendent of the Brandon State School for 
the feebleminded at Brandon, Vermont. 

scesisiasiilltaiaces 

W. J. Yanz, superintendent of the Hastings 
State Hospital, St. Paul, Minnesota, since 1901, 
retired June 30. Dr. Ralph Rosser has been ap- 
pointed superintendent to succeed Mr. Yanz. 

akciseliacieaaae 

Dalraida, Alabama—The Government has pur- 
chased approximately 140 acres near Dalraida, 
Alabama, as a site for 250-bed veterans’ hospital. 
Plans and specifications are being completed and 
bids will be accepted in the near future. 





Wetumpka, Alabama—Plans have been com- 
pleted for the new tuberculosis hospital for the 
State Convict Department, near Wetumpka, Ala- 
bama, to replace the old and out-moded institution 
which was destroyed by fire recently. The hos- 
pital will have a capacity of 100 beds but it is so 
planned that it may easily be added to at any time 
the need arises. A complete unit within itself, 
the hospital will include a separate medical de- 
partment and staff, a diet kitchen, and every mod- 
ern facility for the successful treatment and cure 
of tuberculosis. 

‘allied 

Hanford, California—The board of supervisors 
of the Kings County Hospital, Hanford, Califor- 
nia, has applied to the PWA authorities for a loan 
to help finance an addition to the hospital which 
will cost about $140,000. The plans and specifica- 
tions for the project have been submitted to the 
board for consideration. 

sisadaleitibiieaa 


Lindsay, California—The Lindsay City Council 
of Lindsay, California, has authorized prepara- 
tion of plans for a municipal hospital. 

‘icaciadilieie 


San Francisco, California—Remodeling of the 
contagious diseases department building at the 
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But like the maestro of the violin, the surgeon's 
success depends largely on the dexterity and 
sensitiveness of the finger tips. 







As the maestro so zealously guards this sense 
of touch, so too does the modern surgeon with the 
aid of a soap that not only cleans his hands, but 
CONDITIONS them as well. 


Septisol Surgical Soap, prepared specifically 
for use in scrub-up rooms, conditions the hands 
through its “LUBRICATING” qualities . .. guarding 
this vital sense of touch and increases sensitive- 
ness. The lather, so creamy and soothing, cleans 
thoroughly and eliminates the danger of irritation 
and roughness that comes from the use of harsh 
and irritating soaps. 


















SEPTISOL SURGICAL SOAP MAINTAINS 
COMPLETE SURGICAL CLEANLINESS AND 
CONDITIONS THE HANDS SIMULTANEOUSLY _ 








This seal of approval is your guarantee that Sep- 
tisol Dispensers have met the exacting require- 
ments of the American College of Surgeons ... 
just as they have met the exacting economical 
requirements of hospital superintendents. 


VESTAL CHEMICAL LABORATORIES, Inc. 


ST. LOUIS 
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San Francisco Children’s Hospital, San Francisco, 
was started June 1. The building program, which 
involves an expenditure of more than $50,000, 
was financed largely through proceeds of two race 
days which the auxiliary of the hospital staged at 
Bay Meadows during the past two years. 


ee 


Sarnia, Ontario, Canada—The Sarnia General 
Hospital, Sarnia, Ontario, has been presented 
with new x-ray equipment and fracture table by 
the employees of the Imperial Oil Company, Ltd. 
Interest accumulating on the employees’ trust 
fund, which was established by the Imperial Oil 
Company several years ago, is used annually for 
some humanitarian purpose. 


—— 


Fort Collins, Colorado—A committee of busi- 
ness men and women of Fort Collins, Colorado, 
are making plans to raise $50,000 to help finance 
a 44-bed hospital proposed for Fort Collins. A 
similar amount has been offered by the Benedic- 
tine Sisters of Yankton, South Dakota. The Sis- 
ters will assume responsibility for operation 
and maintenance of the hospital. 


a 


Bridgeport, Connecticut—The new $350,000 
wing of St. Vincent’s Hospital, Bridgeport, Con- 
necticut, was dedicated recently. The Most Rev. 
Maurice F. McAuliffe, Bishop of Hartford, offici- 
ated at the dedicating ceremonies. 


eH 


Danbury, Connecticut—At a recent meeting of 
the building committee of the Danbury Hospital, 
Danbury, Connecticut, final plans for the new 
four-story additions to the hospital were accepted 
and approved. Construction will be started early 
in July. 


Washington, D. C.—The Board of Directors of 
the new Doctors Hospital to be built in Wash- 
ington, D. C., have announced that they have ac- 
quired a 20-year loan of $750,000. This loan 
assures an early start on construction of the 10- 
story hospital. Approval of plans for the build- 
ing was given by the Zoning Commission several 


weeks ago. 
—_—_———_——. 


St. Petersburg, Florida—The new four-story 
Mound Park Hospital at St. Petersburg, Florida, 
was completed recently at a cost of approximately 
$200,000. 

cnisialillitiaaiie 

Moultrie, Georgia—Plans are being made to 
build a hospital in Moultrie, Georgia, which will 
cost $125,000 instead of $50,000 as originally pro- 


130 





posed. The hospital committee hopes to gain re- 


-instatement of the $50,000 government loan made 


several months ago and withdrawn because of 
inability of the city to match it. Through the 
gift of $50,000 from W. C. Vereen and $25,009 
contributed by other persons and by organiza- 


_ tions, the loan would be more than covered. 


iain 

Dixon, Illinois—The new building at the Dixon 
Public Hospital, at Dixon, Illinois, was dedicated 
recently and visitors were given an opportunity 
to inspect the buildings and new equipment. 

Sd 

Springfield, Illinois—Construction work on the 
new 12-story addition to the St. John’s Hospital, 
Springfield, Illinois, will be started in the near 
future. The new structure will cost $1,250,000 
and will make St. John’s Hospital one of the 
largest, if not the largest, private hospitals in the 
United States. 


es ee 

Logansport, Indiana—The new ward building 
at the Logansport State Hospital, Logansport, 
Indiana, was dedicated recently. The new unit, 
which cost $250,000, will provide accommoda- 


tions for 219 mental patients. 
_———— 


Wichita, Kansas—An anonymous benefactor 
has offered the Wesley Hospital of Wichita, 
Kansas, a gift of $50,000 if the hospital would 
raise an additional $50,000. The Board of Trus- 
tees have accepted the gift and the money will be 


used for a nurses’ home. 
a 


Louisville, Kentucky—Plans for state hospital 
improvements have been recommended to Gover- 
nor Chandler and the Legislature of Kentucky in 
the report made by the state mental hospital sur- 
vey committee. The recommendations include the 
modernizing and enlarging of buildings, the in- 
creasing of institutional staffs, adequate financial 
support, program for better care for patients, and 
making service in state hospitals not temporary 
appointments subject to the whims of office: 
holders. 


ee ee 

Shreveport, Louisiana—The Shreveport Char- 
ity Hospital at Shreveport, Louisiana, in its bi- 
ennial report has asked the state legislature for 
appropriations totalling $1,777,772, of which 


$670,422 is for new construction and equipment. 
—__—__—_ 


Baltimore, Maryland—Plans are being com- ° 
pleted for additions to the Hospital for Women, 
Baltimore, Maryland, which will increase the bed 
capacity from 95 to 120 beds. The proposed im- 
provements will cost $330,000. 


‘esasselliianlalngts 

Baltimore, Maryland—Plans for the construc- 
tion of the nurses’ home planned for the Chil- 
dren’s Hospital School, Baltimore, Maryland, have 
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American Hospital Supply Corp. Chicago, Ill. 
American Laundry Machinery Co. Cincinnati, Ohio 


OF SOUND OBJECTIVES 





American Sterilizer Co. 
Angelica Jacket Co. 

James L. Angle Company 
Applegate Chemical Co. 
Armstrong Cork Products Co. 
H. W. Baker Linen Co. 
Bard-Parker Co., Inc. 

Becton, Dickinson & Co 


Bruck’s Nurses Outfitting Co., Inc. 


The Burrows Company 
Carolina Absorbent Cotton Co. 
Wilmot Castle Company 
Clark Linen Co. 
Clay-Adams Company, Inc. 
Warren E. Collins, Inc. 
Crane Company 

Cutter Laboratories 

F. A. Davis Co. 

Davis & Geck, Inc. 

J. A. Deknatel & Son, Inc. 


Erie, Pa. 

St. Louis, Mo. 
Ludington, Mich. 
Chicago, Ill. 
Lancaster, Pa 
New York City 
Danbury, Conn. 
Rutherford, N. J. 
New York City 
Chicago, Ill. 
Charlotte, N. C. 
Rochester, N. Y. 
Chicago, Ill. 
New York City 
Boston, Mass. 
Chicago, Il. 
Berkeley, Calif. 
Philadelphia, Pa. 
Brooklyn, N. Y. 


Queens Village, L. I., New York 


DePuy Manufacturing Co. 
Eisele & Company 

Faichney Instrument Corp. 
Faultless Caster Co. 

Finnell System, Inc. 

J. B. Ford Sales Co. 
General Electric X-Ray Corp 
General Foods Sales Co., Inc. 
Glasco Products Co. 

Frank A. Hall & Son 
Heidbrink Co. 

Hilker & Bletsch Co. 
Hill-Rom Co., Inc. 

Hobart Mfg. Co. 

Hospital Equipment Corp. 
Hospital Management 
Hospital Supply Co. 
Hospital Topics & Buyer 
Huntington Laboratories, Inc. 
International Nickel Co., Inc. 
Jamieson, Inc. 
Jamison-Semple Co. 

Jarvis & Jarvis, Inc. 
Johnson & Johnson 

H. L. Judd Co., Inc. 

Henry L. Kaufmann & Co 
Kelley-Koett Mfg. Co. 
Kenwood Mills 

Kent Company, Inc. 

Samuel Lewis Co., Inc. 
Lewis Manufacturing Co. 
Marvin-Neitzel Corp. 
Massillon Rubber Co. 
Meinecke & Co. 

The Mennen Company 


Warsaw, Ind. 
Nashville, Tenn. 
Watertown, N. Y. 
Evansville, Ind. 
Elkhart, Ind. 
Wyandotte, Mich. 
Chicago, II. 
New York City 
Chicago, Ill. 
New York City 
Minneapolis, Minn. 
St. Louis, Mo. 
Batesville, Ind. 
Troy, Ohio 

New York City 
Chicago, Ill. 
New York City 
Chicago, IIl. 
Huntington, Ind. 
New York City 
Chicago, Ill. 
New York City 
Palmer, Mass. 


New Brunswick, N. J. 


New York City 
Boston, Mass. 
Covington, Ky. 
Albany, N. Y. 
Rome, N. Y. 
New York City 
Walpole, Mass. 
Troy, N. Y. 
Massillon, Ohio 
New York City 
Newark, N. J. 


Midland Chemical Laboratories, Inc. Dubuque, Iowa 


Modern Hospital Publishing Co. 


Morris Supply Co. 
National Lead Co. 

Parke Davis & Co. 
Physicians’ Record Co. 
Puritan Compressed Gas Corp. 
Rhoads & Company 
Rolscreen Co. 

Will Ross, Inc. 

W. B. Saunders Co. 
Savory Appliance, Inc. 
Scanlan-Morris Co. 

F. O. Schoedinger 
Schwartz Sectional System 
Ad. Seidel & Sons 

John Sexton & Co. 

Sharp & Smith 

The Simmons Co. 


Snow-White Garment Mfg. Co. 


Spring Air 

Standard Apparel Co. 
Standard Electric Time Co. 
Standard Gas Equipment 
Standard Sanitary Mfg. Co. 
Stanley Supply Co. 

Sterisol Ampoule Corp. 
Thorner Brothers 


Troy Laundry Machinery Corp. 


Union Carbide Co. 


Chicago, Ill. 
New York City 
New York City 
Detroit, Mich. 

Chicago, Ill. 

Kansas City, Mo. 
Philadelphia, Pa. 
Pella, Iowa 
Milwaukee, Wis. 
Philadelphia, Pa. 
Newark, N. J. 
Madison, Wis. 
Columbus, Ohio 
Indianapolis, Ind. 

Chicago, III. 

Chicago, III. 
St. Louis, Mo. 

Chicago, Ill. 

Milwaukee, Wis, 
Holland, Mich. 
Clevelnad, Ohio 

Springfield, Mass. 
New York City 
Pittsburgh, Pa. 
New York City 


Long Island City, N. Y. 


New York City 
New York City 
New York City 


United States Hoffman Machinery Corp., New York City 


Vestal Chemical Laboratories, In-. 


Vitamin Products Co. 

Cc. D. Williams & Co. 
Williams-Pivot Sash Co. 
Wilson Rubber Co. 
Zimmer Manufacturing Co 
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St. Louis, Mo. 
Milwuakee, Wis. 
Philadelphia, Pa. 
Cleveland, Ohio 

Canton, Ohio 

Warsaw, Ind. 








The endorsement by American Hospital Association and 
the Catholic Hospital Association of this organization’s 
purpose and objectives is a source of satisfaction and an 


incentive to accomplishment. 


The recognition of these two organizations in the sincer- 
ity and value of our efforts should prompt every hospital 
to also lend its support to the member companies of this 


association. 


These firms have continually, over a period of years, revolu- 
tionized hospital practice and procedure by their scientific 
contributions to successful hospital operation. In this as- 
sociation they combine their efforts to still further ac- 
complish this one common end. Individually and collec- 


tively they deserve your material encouragement. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 


Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 
ASSOCIATION 
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been filed with the Bureau of Buildings. The 
proposed building will be of stone and concrete 
construction, and will be erected at an estimated 
cost of $90,000. 
AE BS 

Henryton, Maryland—The new $320,000 addi- 
tion to the Negro branch of the Maryland Tuber- 
culosis Sanatorium at Henryton, Maryland, which 
will increase the bed capacity of the sanatorium 
250 beds, is expected to be ready for occupancy 


in November. 
—_~—_—_—— 


Boston, Massachusetts—Carney Hospital of 


Boston celebrated its diamond jubilee recently. 
_—_. 


Allegan, Michigan—A site is being selected for 
the new $110,000 hospital to be built in Allegan, 
Michigan. Construction will be started before 
next winter and the hospital will be ready to 
serve the community by next spring. Ninety 
thousand dollars for the project will be provided 
by the W. K. Kellogg Foundation and the Federal 


government. 
——<>__—_—- 


Battle Creek, Michigan—Staff physicians of 
Nichols Hospital, Battle Creek, Michigan, have 
voted to furnish the three waiting and dressing 
rooms for physicians in the new Community 
Hospital. 


—_—_ ———— 


Detroit, Michigan—Plans for a branch hospital 
are being made by Grace Hospital, Detroit, Mich- 
igan. 


‘sill peat 

Detroit, Michigan—The Sisters of Mercy, who 
conduct the St. Joseph’s Mercy Hospital at De- 
troit, Michigan, are building a second hospital on 


an 18-acre site on Schaefer Highway. 
—_~——__——— 


Jackson, Michigan—The former city hospital 
of Jackson, Michigan, which was succeeded by the 
W. A. Foote Memorial Hospital, is to be converted 
into a nurses’ home and training school for the 


Foote Memorial Hospital nurses. 
pj 


Petoskey, Michigan—Ground has been broken 
for the new $300,000 Little Traverse Hospital at 
Petoskey, Michigan. The project is expected to 


be completed within a year. 
—_—~<__——_ 


Lakefield, Minnesota—The citizens of Lake- 
field, Minnesota, are considering ways and means 
of financing the building of a hospital for the 
village. A committee has been appointed re- 
questing the council to call a special election to 
vote a bond issue. Federal funds have been ap- 


proved for a part of the construction costs. 
————_———_—_—_ 


Moose Lake, Minnesota—The new institution 
for the mentally ill which has been under con- 
struction at Moose Lake, Minnesota, has. been 


completed and dedication ceremonies were held 
June 11. The 13 buildings in the institutional 
group, built at a cost of $2,500,000, are ideally 
situated on a 1,700 acre site on the shores of the 
lake. They include receiving hospitals for men 
and women, four dormitories, a service building, 
a power plant, and a sewage disposal system. 


Development of a farm project is being planned. 
— @———- 


Clinton, Missouri—Plans for the new Clinton 
General Hospital, to be built at Clinton, Missouri, 
have been completed, and bids are being con- 


sidered. 
——_——_—_—- 


St. Joseph, Missouri—The new indigent cancer 
clinic at State Hospital No. 2, St. Joseph, Mis- 
souri, was opened recently. Patients will be kept 


on the top floor of the new infirmary building. 
ns 


St. Louis, Missouri—Plans for the construction 
of additional units to Koch Hospital, St. Louis, 
Missouri, were announced at the dedicating cere- 
monies of the new $300,000 ward building. 


pena a 

St. Louis, Missouri—Bethesda General Hos- 
pital, St. Louis, Missouri, is one of two ultimate 
beneficiaries of the estimated $200,000 estate of 
the late Robert W. Powell of St. Louis. 


St aan 
Omaha, Nebraska—A drive for $55,000 for the 
Salvation Army’s new, Booth Memorial Hospital 


at Omaha, Nebraska, was launched recently. 
—_—>———— 


Atlantic City, New Jersey—Construction of a 
cancer hospital as an addition to the Municipal 
Hospital at Atlantic City is being considered by 


the Atlantic City Planning Commission. 
—_—~<——_—. 


Brooklyn, New York—The name of the Brook- 
lyn Home for Consumptives, Brooklyn, will be 


changed to the Brooklyn Thoracic Hospital. 
—_——_»—___—_ 


Carmel, New York—A $50,000 hospital is being 
considered for Carmel, New York. Plans are for 
a 15-bed hospital with operating room, x-ray 


equipment, and other modern hospital faculties. 
—_—_———_ 


New York City—The laying of the cornerstone 
of the new Memorial Hospital for the Treatment 
of Cancer and Allied Diseases, New York City, 
was held on May 20, the anniversary of the lay- 
ing of the cornerstone of the original Memorial 
Hospital fifty-four years ago. When completed, 
the structure will cost about $4,000,000. 


cicadas 

Port Chester, New York—Special equipment 
has been installed in United Hospital, Port Ches- 
ter, New York, which enables the institution to 
maintain a “blood bank.” The hospital is the 
first in Westchester County to inaugurate such a 
service. 

(Continued on page 135) 
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THE MEDICAL BUREAU (Cont‘d) 


sition; private general hospital averaging eighty-five pa- 
tients; New England. No. 338, Medical Bureau, Pitts- 
field Building, Chicago. 


SUPERVISORS—(a) Surgical; 125-bed department; 600-bed 
hospital; excellent connection. (b) Isolation unit; uni- 
versity hospital; 175 students; 48-hour week. (c) Ortho- 
pedic; small hospital offering convalescent care to ortho- 
pedic patients. (d) Night; fairly large hospital; all-gradu- 
ate staff; New York. (e) Private floor; to succeed woman 
who held position ten years; large hospital; East. (f) 
Obstetrical; small hospital; Pacific Northwest. (g) Pedia- 
tric; new department; capable organizer required; 100- 
bed hospital; southwest. No. 340, Medical Bureau, Pitts- 
field Building, Chicago. 


DIRECTORS OF NURSES—(a) One of leading hospitals in 
the Pacific Northwest; school averages hundred stu- 
dents; degree required. (b) Hospital reputed to be best 

in its state; 60 students; $200-$225, maintenance; mid- 


west. No. 341, Medical Bureau, Pittsfield Building, Chi- 
cago. 


SUPERINTENDENT OF NURSES—To succeed woman who 
held appointment thirteen years; 300-bed general hos- 
pital with building program well under way providing 
100 beds more and new nurses’ residence; graduate-nurse 
staff; establishing of school being considered; Southerner, 
degree required. No. 342, Medical Bureau, Pittsfield 
Building, Chicago. 


ADMINISTRA TORS—Graduate Nurses—(a) Modern hospital; 
70 beds; splendidly equipped laboratories, operating 
rooms; no training school; East. (b) Midwestern hos- 
pital; 75 beds; board of five business men; school of 
twenty students. No. 343, Medical Bureau, Pittsfield 
Building, Chicago. 

SOCIAL WORKER—Municipal hospital; 150 beds; newly 
created position; South. No. 344, Medical Bureau, Pitts- 
field Building, Chicago. 

ADMINISTRATOR—Thoroughly experienced; capable direct- 
ing large institution; physician required. No. 345, Medi- 
cal Bureau, Pittsfield Building, Chicago. 

















(Continued from page 132) 

Syracuse, New York—The School of Nursing 
of the Syracuse Memorial Hospital, Syracuse, 
New York, celebrated its fifteenth anniversary re- 
cently. A two-day reunion of the hospital and 
medical college graduates was held. Over three 
hundred of the six hundred graduates of the 
school of nursing were present, including the 
first graduate of the school, Mrs. Minnie Morrell 
Simmons, of New Hartford, New York. 

nasnidaiiiaaeat 

Tarrytown, New York—The campaign to raise 
$22,500 for the Tarrytown Hospital, Tarrytown, 
New York, is meeting with favorable response not 
only in Tarrytown but in the near-by towns of 
North Tarrytown, Irvington, and Elmsford. 

cuniehaibailina dials 

White Plains, New York—The $150.000 wing 
at St. Agnes’ Hospital, White Plains, New York, 
was opened to the public recently. The new wing 
provides 50 beds bringing the total capacity of the 
hospital to 150 beds. 

ieieiialtinin tas 

Lakewood, Ohio—Bids have been received for 
the extension and remodeling of Lakewood Hos- 
pital, Lakewood, Ohio. Construction of a 75-bed 
addition to the hospital and the purchase of new 
equipment probably will begin within a month. 

siseattaaiiataalaiin. 

Sidney, Ohio—Construction work on the new 
Sherman Key memorial wing to the Wilson Me- 
morial Hospital at Sidney, Ohio, will start July 1. 

enunilailinticness 

Warren, Ohio—A campaign to raise $225,000 
to build an addition to St. Joseph’s Riverside Hos- 
pital at Warren, Ohio, has been started. A gift 
of $25,000 from an anonymous donor opened the 


campaign. 
—<—___ 


Pittsburgh, Pennsylvania — Preliminary work 
has been started on the new $1,350,000 Munici- 
pal Hospital to be built in Pittsburgh, Pennsyl- 
vania. The city plans to build a 250-bed hospital; 


July, 1938 





if the county shares in the cost the bed capacity 
may be increased to 400 beds. 
Sanne co 


Houston, Texas—One hundred thirty-one pa- 
tients were moved to safety when fire broke out 
in St. Joseph’s Infirmary, Houston, Texas. No 
patient was injured but damages totaling thou- 
sands of dollars was caused by the flames, which 
destroyed the south wing of the hospital. 


scssiuiitilaate a 

Reedsburg, Wisconsin—A $75,000 trust fund 
to finance research work in the cure of goiter is 
provided in the will of the late Mrs. Freda Meyers 
Nishan of Reedsburg, Wisconsin. The work is 
to be under the direction of Arnold S. Jackson 
and the Jackson Clinic, Madison, Wisconsin. 





Coming Meetings 

Hospital Association of West Virginia, Charles- 
ton, August 

National Hospital Association, Hampton, Vir- 
ginia, August 14-16 

American Protestant Hospital Association, Dal- 
las, September 24-26 

American College of Hospital Administrators, 
Dallas, September 25-26 

American Hospital Association, Dallas, Septem- 
ber 26-30 

Children’s Hospital Association, Dallas, Sep- 
tember 26-30 

National Association of Nurse Anesthetists, 
Dallas, September 27-29 

Saskatchewan Hospital Association, 
Jaw, October 

Ontario Hospital Association, Toronto, October 
19-21 

American Public Health Association, Kansas 
City, October 25-28 

Connecticut Hospital Association, November 

New England Hospital Association, Boston, 
March 9-11, 1939. 


Moose 
















